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YOUR PATIENT IS IN NEED OF 
Vitamin B-Complex in a practical form 


PRESCRIBE 


VIBITON 


8. C. P. W. BRAND 
POTENT AND PALATABLE 


VITAMIN B-COMPLEX 
useful in 


Vitamin deficiency resulting in symptoms of fatigue, 
anorexia and loss of weight, etc. 


Vibiton Contains per Fluid Ounce : 
Vitamin 8, (Thiamine Hydrochloride) 16.0 mq., Vitamin 8, (Riboflavin) 4.0 mg., Vitamin &, 
(Pyridoxine) 2.0 mg., Vitamin 8, 10.0 meg., Cai. Pantothenate 12.0 mg., Choline Chioride 
mg., Methionine 250.0 mg,, Nicotinamide 50.0 mg., Sodi Giycerophos, 400.0 mg., Liver 
fir terms of liver) gm. Mait Extract qs. Absolute Alcohol 154, v/v. 
quantities of Vitamin 8,, B,, 6B, Nicotinamide and Cal. Pantothenate are added 
compensate joss due to storage. 


Available in 4 oz. phial and 1 Ib. bottle 
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TO COMBAT ALL TYPES OF ANAEMIA 


PROLIFEX 


TABLETS 


Each tablet tépresent) 


Proteolysed Whole Liver Proteclysed Liver powder (équivalent to 
Fortified with Vit, B-Complex 2g. liver) 250m 
Including Folic Acid & Vit. By, 
Vit. C and Iron Vitamin Ba 
Nuacinam.de es 10 
Vitamin Be ee mg. 
BENGAL IMMUNITY CO., LTD. 
153, Dharamtala Street, Calcutta-i3 tee td 
Ferrous sulphate ( exsiccated ) 100 
Cobalt ee mp 


For Intensive Treatment Of Anaemia 


ROLEX 


Each mi. Contains : 
Proteolysed Whole Liver 
Ext. equivalent orally to 
300 gm. of Fresh Liver 


with all its Factors 
Fortified with Vit. B,, PROTEOLYSED WHOLE LIVER EXTRACT 


30 meg-and Folic Acid 7°S mg FORTIFIED WITH VITAMIN B,, 


AND FOLIC ACID. 
Issued in 2 ml, Ampoules in Boxes of 6, 12 & SO (@) 
and in Rubber-Capped Bottles of S mi. & 10ml, 
a ‘ BENGAL IMMUNITY CO., LTD. 
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Dawn breaks with... 


‘ESKAZINE?’ 


brand of trifluoperazine 
SAFE * QUICK ACTING + EFFECTIVE * THERAPEUTICALLY LONG-LASTING 


Calms the anxious, harassed patient 
Relieves nausea and vomiting 


Presentation: Tablets in containers of 25 and 250 


SMITH KLINE & FRENCH (INDIA) LTD. ¥ 
ated in England with limited liability) . 
141 Fort Street, Bombay | 
Distributed by 
Pharmed Private Ltd. a 
Bombay Delhi Calcutta Madras 
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-+Recent Books 


Clinical Neuro-Surgery Volume 6 


Proceedings of the American Congress of Neurological Surgeons, 1958 

“Altogether there are fifteen separate chapters, mostly on intracranial problems, but there is one on syringomyelia 
and one on the biochemical aspects of flight by A. W. Hetherinton, who concludes a scholarly summary of our 
present knowledge of the problems concerned with space travel by casting some doubt on its feasibility because 
of the effects of cosmotic radiations, of weightlessness, and on the mind, but in the last connexion he quotes Air 
Force psychiatrists who believe that space flight should impose no intolerable stress on carefully selected and 
trained crews. 

Like the preceding volumes in the series, this is a valuable record of some of the problems of modern neurosur- 
gery and the efforts which are being made for their solution’’...... BRITISH JOURNAL OF SURGERY—September 1960. 


309 pages, 120 illustrations. Price 64s. Postage 2s 9d ‘ 


Care of the Surgical Patient 


By J. A. Glassman, Assistant Clinical Professor of Surgery, University of Miami Medical 
School and R. W. McNealy, late Chief Surgeon, Wesley Memorial Hospital 


“This is a useful pocket-book for residents and registrars, for it gives in a direct and definite way 
pre and post-operative treatments which are required in modern surgery today. 
Various charts are given, such as the pyloric balance chart, and tebles of normal laboratory values which are 


so difficult to remember in detail. 
A detalled knowledge of this book will be invaluable to any resident surgical officer’’...... BRITISH JOURNAL OF 


SURGERY—September 1960. 
314 pages, 2 figures, Price 52s. Postage 2s. 6d. 


BAILLIERE, TINDALL & COX 
7 & 8 HENRIETTA STREET, LONDON WC2 


the various 


I 
Page 
. 
J 


J. 1. M. A, Advertiser 


Long use extending over 
two decades has established 
Bromo-Raulfin as the 
most dependable tranquiliser 
and antihypertensive agent. 
It has none of the drawbacks 
of single alkaloid preparations. 
Its administration quietens 
down anxious, tense and E 
hyperactive patients, gives 
them a sense of well being and 
makes them more amenable 
to psychotherapy. 
IN BRITAIN All alkaloids & resin fraction 
Bromo-Raulfin has been & 
of Great Britain for 
ae Br Cambridge Heath Road, E 2 
National Health Scheme, It Cam ‘ 
is available of ail leading chemists 
of that country including — 0. teal 
RR. Fa. 8. 
R. CAMPBELL. 
London 100" Kings Cross Street, W.C.1 359 Claremont Road, 
BOOT - all branches SAVORY & MOORE LTD. sorta 
TIMOTHY WHITE - all branches 61, Welbeck Tyne 
JOHN BELL & CROYDEN LTD. TIMMIS & RICHARDS L BooTs 
182. Kings Road, W.3 
303, Northborough Road. S.W. 16 SANGERS LTD. Gas) EASTERN DRUG CO. LTD. 
CALCUTTA.27 
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Sequel 


the tranquilizer 
that filis 
@ need in every 
major area of 
medical practice 


@ for anxiety and tension 


@ for antiemétic therapy and prophylaxis 


for psychic stabilization 


SUPPLY : 
For oral use Tablets of 10 mg. and 25 mg. in bottles of 25. oe 


use — Solution containing 10 mg. per ml. in 
e 10 mi. vials and 20 mg. per ml. in 5 mi. vials. 
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Opening new vistas 
in gastro-intestinal 


PLURIZYME 


PLURIZYME, “the tablet within a tablet”, combines 
and intestinal enzymes in the same product. For the 
first time in India, Pepsin 1:10,000 is used together with 
Pancreatin Triple, Papain, cellulase and vitamins. 

It is indicated in disorders due to lack or 

deficiency of gastric or intestinal enzymes. 


it is available in vials of 25 tablets. 


For porticulors please write to: 


FRANCO INDIAN 


PHARMACEUTICALS PRIVATE LTD. 


Bepnu Ghar, Hornby Vellard, Bombay 18. 


disorders 
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A spray dried full cream milk 

modified so that on reconstitution with 
water it closely resembles human 

milk in percentage composition. Fortified 
by the addition of Vitamins A and D 

and organic iron, entirely free of pathogens 
and of excellent digestibility. 


NESTLE’S PRODUCTS (INDIA) LTD. 


P.O. BOX 396, CALCUTTA, P.O. BOX 315, BOMBAY. P.O. BOX 180 MADRAS 
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Dispeptal 


the enzyme dragée 


| 


triple standardisation 


for all digestive disorders 


‘Manufactured by 


BOEHRINGER~—ENOLL PRIVATE LIMITED 
UNITED INDIA BUILDING, P. MEHTA ROAD, BOMBAY | 


Sele Distributors 
RALLIS INDIA Pharmaceutical Division, Post Box No 229, 


? 
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IN EACH TABLET 


ACTS QUICKLY & DEPENDABLY 
IN CONDITIONS OF VARIOUS 

AETIOLOGY AND IN PATIENTS 
OF ALL AGES 


1S well tolerated & causes 
habituation 


no " 

CAN be dosed according to 
individual rements. 
PACKINGS: TUBE of 20 & 
BOTTLE OF 100 TABLETS 


(WANDER) 


For Medical literature, samples & supplies please contact: 
Sole Distributors: 
KHATAU VALABHDAS & COMPANY 
Indian Globe Chambers, Fort Street, BOMBAY-1. 
Telephone: 261655. Telegrams: “SCARLET” 


- \ for symptomatic treatment of bronchial asthma 
~ COMPRISING FIVE WELL 
ty TA Ephedrine 0.018 gm. # 
|: 
| 
KAS) 
Asmac 
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‘RESISTANCE’ PROBLEMS 
ARE PAST PROBLEMS WITH... 


‘FUROXONE’ 


brand of furazolidone 


RELIEVES SYMPTOMS RAPIDLY 
SAFE 


BACTERICIDAL—NOT BACTERIOSTATIC 


‘Furoxone’ remains effective against organisms that have developed 
resistance to non-nitrofuran agents, and seldom eVokes bacterial resistance. 
Indications — bacillary dysentery, bacterial food - poisoning 

and non-specific diarrhoeas 


SMITH KLINE & FRENCH (INDIA) LTD. 
( Incorporated in India with limited liability ) 
141 Fort Street, Bombay |! 

Distributed by Pharmed Private Ltd. 
Bombay — Dethi — Calcutta — Madras 
"PUROXONE? is trade mark 

IND, PAT. NO. 56634/56 
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In the treatment of coughs 
due to common cold, laryngitis, 
tracheitis, bronchitis, and coughs 

of allergic origin 


Antamine | 


|| SYRUP. 


expectorant * 
antihistaminic * 
anti-congestive * 
relaxant * 


(Chemo Pharma Chloride 
f fad entho 


Chloroform 
Sodium Citrate 
Worli, Bombay 18. Flavoured Syrup Base 


tones up and regenerates... 


APITOLIN 


COMPOSITION 

Each fluid ounce contains : 
Amino acid 6000 mg. Choline 
(25% w/v approx) Methionine 
Thiamine Inositol 125 mg. 
Hydrochloride 14 mg. Sodi Glycerophos 250 mg. 
Riboflavin 
Niacinamide 
Pyridoxine 
Hydrochloride 


G. D. Pharmaceuticals Private Ltd. 
11/1 Nivedita Lane . Calcutta 3 


Die 
Each 28.4 mi. (one fluid oz.) contains: 
U.S.P. 80 mg. 
te B.P. 3 mg. 
| fs B.P. 780 mg. 
| BP. 6.5 mg. 
B.P 325 mg. 
as. 
- 
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COMPLETE FoRMULA / 


Cortasmyl 


for the DAY TO DAY protection of the ASTHMATIC PATIENT 


@ SAFE @ EFFECTIVE @ SYNERGISTIC 


PRESENTATION 
Vials of 20 tablets 


ROU 


LES LABORATOIRES ROUSSEL 
35, Boulevard des Invalides, PARIS 7¢. 


Sole Distributors in India, 
FRANCO INDIAN UNITED LABORATORIES 
Bapnu Ghar, Hornby Vellard, BOMBAY 18. 


Y 
IIIS 


> 
ROUKSEL 
bs 
- 
Y COMPOSITION \ 
Prednisone 1.5 mg. 
Theophylline 80 mg. 
Ephedrine Hydrochloride 10 mg. 
| Y Phenobarbital 10 mg. 
\ 
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For weak, rundown patients 


prescribe 
DEXTROSOL 
GLUCOVITA 


foe 


il 


covita is fortified 


DEXTROSOL: The purest form of Anhydrous 
Glucose on the market, it conforms fully to B.P. 
and U.S.P. standards, 

& DeChane 
GLUCOVITA: Fortified with Vitamin D. HYDERABAD-DR. - 


Avoid substitutes! Composition : 100 gms. contains: 
Protect your patients by prescribing DEXTROSOL Calcium Lactate 

and GLUCOVITA. Dicaicium Phosphate 
Magnesium Phosphate 
Asgandh 

Isharmul 

Brahmi 

Talispatra 


Voi. 35, No. 11 
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forming 
\ ond 8.P. standards, 
\\\lll  cerophosphate.. 0.2 
\ = \\\ Each ounce f Glu- J 
Agents for india: Parry & Co. Led. Thiamine Hydrochloride 
Riboflavin 
Niacinamide 
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/ 
in Asthma 


% produces high theophylline blood levels, 
when given ORALLY 


% provides a higher degree of effectiveness 
than aminophylline 
% increases vital breathing capacity 
,cariibe given for indefinite periods with 
effectiveness 
LITERATURE 
ON APPLICATION 


Choledyl is available in tablets con- 
taining 100 mg. or 200 mg. choline 
theophyllinate B.P.C. and is supplied 
in bottles of 100 tablets. 


ALLEN HANBURY T 
Manufactured in India by é BU s LTD BOMBAY ! 
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Swax provides a valuable preparation for the 
management of asthma and allied conditions. 
Swax tablets present an ideal combination of 
ephedrine, aminophylline, phenobarbitone and 
codeine. The antispasmodic, antiallergic and seda- 
tive properties of these ingredients contribute to 
its therapeutic efficacy. It is a convenient, effective 
and well-tolerated product that can be employed 
prophylactically and therapeutically, 


COMPOSITION 
Each tablet contains :~ 

Ephedrine Hydrochloride BP. lo mg. 
Aminophylline B.P. ++ 100 mg. 
Phenobarbitone B.P. on +» 16 mg. 
Codeine 8.?.C. es os + 


Resp ite it rom ALEMBIC CHEMICAL WORKS COMPANY LTD., BARODA-3 
asthma and allied conditions 


XVMS 


B&G ce 


You can put 
your confidence in Alembic 
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Available again 
the trusted treatment 
fer aches and pains 


BELLADONNA PLASTER 


B.P.C. 


Johnson's Belladonna Plaster B.P.c. 

is a safe, economical treatment for 
pains due to THREATENING BOILS, 
ABSCESSES, RHEUMATISM, LUMBAGO, 
STIFFNESS OF MUSCLES OR 
SWELLING OF NERVES. Belladonna 
alkaloids help to relieve pain by 
partially blocking the sensory perception 
in the affected area. Valuable in 
everyday practice. 


JOHNSON's Belladonna Plaster 

is effective and easy to apply. 

Remove the plastic covering and PACKING: Each plaster 
place it on the affected area. No messy, te packed in a paper cover and 


ime-~ ; ; covers are enclosed in a 
time -consuming preparation is ney 


required. The perforations in the 
plaster allow the skin to breathe. 


Available at your nearest chemist, or from 


OF INDIA PRIVATE LTO 
30, Forjett Street, Bombay 26 


OR 
PARRY & CO. LTD. 


P.O. No. 12 P.O. No. 172 P.O. No. 208 
Madras | New Deity Calcutta 
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the first 
broad range 
original 
tranquillizer 


 UNL-U. C.B. (India) Pvt. 


22, Bhulabhet Desai Road, BOMBAY 26. 


Promotes digestion 
and nutrition 


Aminozyme 


CONTAINS: 


Amino acids, B vitamins, vitamin C and enzymes 
in a non-alcoholic and non-sugar base. 


CONTAINS: 


lodochioroxyquinoline, phthalyl- 
sulphacetamide, sulphaguanidine, 
B vitamins and diastase. 
STADMED PRIVATE LIMITED 


House of 
CALCUTTA-20 
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A NEW PRODUCT 


Dear Doctor, 


WATERBURY’S COMPOUND, the world famous tonic 
that helped to restore health and vitality to millions of people, 
is now enriched with Vitamins. In the nw WATERBUR?’S 
VITAMIN COMPOUND with its distinctive Saffron label, 
the original formula is fortified by the addition of Vitamin Bi, 
Riboflavin- 5-Monophosphate-Sodium and Niactnamide. 

Creosote and Guaiacol have been omitted. 


WATERBURY?’S (Red Label) COMPOUND with 
{ Creosote and Guatacol will continue to be available for your 
patients with coughs, colds and respiratory conditions generally. 
Both packs contain 480 ml. (163 fluid ozs.) 

We are sure that WATERBURY’S VITAMIN 
COMPOUND will benefit all those of your patients for 
whom you prescribe it. 


Yours truly, 


STANDARD LABORATORIES INC. 
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THE “ANTISEPTIC” 


A Monthly Journal of Medicine and Surgery 
Founded by the tote Dr. U. RAMA RAU in 1904 


Consulting Editor : U. KRISHNA RAU, Editor: U. VASUDEVA RAU, 


THE ‘ ANTISEPTIC * the oldest indepen- 
dent medical monthly has been in continu- 
ous & regular publication for over half a 
century. It is contributed to by hundreds 
of eminent medical men and women in 
Indie and abroad. 


THE ‘ANTISEPTIC’ is every month brim- 
ful with original articles, cases and com- 
ments, editorials and gleanings etc. 
Nearly 1000 pages are issued every year, 
covering almost all branches of medical 
science, keeping abreast of progress. 


VOLUME" BEGINS EVERY JANUARY 


THE ‘ ANTISEPTIC ' has achieved inter- 
national reputation as an up-to-date 
journal and fearless ex t of legiti- 
mate aims and aspirations of the medical 
and allied professions. Its tone is bright, 
fearless and strictly impartial. 


THE ‘ANTISEPTIC °* ie therefore being 
subscribed by nearly 12,000 medical men 
and women in India, Burms. Ceylon and 
Pakistan also in Africa, Arabia. China, 
Malaya, Italy, Tibet, US.A., USS.R. 
Medical Colleges, Medical Associations, 
Tea Estates etc. are among the subscribers. 


PUBLISHED MONTHLY ON 6TH 


Annual Post Paid Subscription, inland: Rs. 7-50; Foreign—Rs. 10-00 ; 
Single Copy Re. 1-00 Payable in advance. 


Editorial & Publishing Office : 323-24, Thambu Chetty St., P.O. Box 166, Madras-! 


“MOST STABLE BRAND OF 
HYDROGEN PEROXIDE 
AVAILABLE IN INDIA 


popular disinfectant, antiseptic 
and bleaching aid for 
house-hold, medical and 
cosmetic uses 


Manufactured by 
SARABHAI MERCK PVT. LTD. 


in conjunction with E. MERCK A.G. Darmstadt, Germany. 
Seles inquiries to: Sarabhai Merck Private Limited, 13 Wittet Road, Bombay-! 
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Malnutrition is widespread in India even in school 
children from higher income group families. 
(LAMA, 164, 86, 1957) 


There is strong evidence to support the view 
that vitamin B12 deficiency is the limiting factor in 
the growth retardation of some children. 

(Am. J. of Clin. Nutr., 6; 18-25, 1958) 


(INCLUDING VITAMIN. | 
ORAL-LIQUID 


A product of 
TEDDINGTON CHEMICAL FACTORY 


PRIVATE LTD., 
Surén Road, Andheri, Bombay. 


Sole Distributors: 

RALLIS INDIA LIMITED, Pharmaceutical Division, 
P.O. Box 729, Bombay |. 

Branches: 

Madras: P.O, Box 1286 + Calcutta: P.O. BOX 672 


} 
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PARENTERAL ELIXIR 


Composition * per mi. 
Vitamin BIB. P. 
RibotiovinB P, 
Vitamin P, C. 
Niacinamide B. P 
Pontheno! 


. Ribotlevin B. P 
. Vitamin B6 B. P. C. 
. Panthenol 

Niecinemide B P. 
Choline Chloride Choline Chloride 

Methionine N. F 5 mg. Methionine N. F. 
TABLETS Inositol N. F 3mg. Inositol N. F, 
Composition . per Tablet Benzy! Aicoho! 8. P. 3% Betaine Hydrochloride 

Viterun BIB. P. -Phenol B. P. (os preservative) 05% Flavoured Syrupy Base 
Riboflavin B. P, 
Vitamin B6 B. P..C, INDICATIONS 
Nicotinamide B. P. GASTRO INTESTINAL DISORDERS, CONVALESCENCE, 
Calcium pantothenate USP. GENERAL OEBILITY, INFECTIOUS FEVERS, ETC. 


RANBAXY & COMPANY PRIVATE LID. » o Box - 104 New Delhi. 


Branches: BOMBAY, CALCUTTA, DELHI. KANPUR, MADRAS | 


and ’ 
causes, Nervous diseases viz. 
Neoritie, Pepneral Neurities, ica, Paraplagia etc. 
Progressive muscular atrophy & ‘strophy, Adolescent 
Acne. and asilied Dermatological Conditions 


282 


2488S Sess ses 


oduct of DRUG HOUSE PRIVATE LTD 
Sole Agents : Mls. Faixfield Syndicate (gency) Private Limited., Calcutta-1 


accuT TA! 
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Ghee 100 mg Vitamin BIB. P 40 mg. 
: 
Chote, Gover following. adminie- 
tration of chioramphenicols, Premature rey-Hair, 
i UN CASE OF Agranulocytosis and Leuccpenia resulting from Chemo- : 
Pregnancy Pernicious Anamia and in many other diverse 
chronic alcoholism, diabeves & liver diseases. 
(TO BE PRONOUNCED AS PYRIBE ) (Plain) Each cablee represents : 
(Forts) Hoch c.c. represenes » 
| 4 Vitamin B6 ~ 
| Box of 10 & 50 amos. of | 
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* LEVOMYCETIN AROMATISED POWDER 
(Chloramphenicol Palmitate) 
-.-a new form of oral 


CHLORAMPHENICOL THERAPY 
for the convenience of 


every doctor and every child 
Bottles of 20 G. with measure spoon 


* LEVOMYCETIN CAPSULES 


(Chloramphenicol B.P. 250 mg.) 
Bottles of 12’s and 100’s. 


: * 
w& NEO-PHARMA PRIVATE LIMITED 
_ Kasturi Buildings, Churchgate Reclamation, BOMBAY-| 
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irreducible ; others may be irreducible and 
obstructed and yet others strangulated. 


The purpose of this paper is to describe 


INTRODUCTION 


The word hernia is derived from the word 
‘Hernios’ (Zimmerman and Anson, 1953) meaning 


a branch or offshoot and is merely descriptive of (1) Certain important points in the anatomy of 
the swelling that the lesion produces. Hernia may, the inguinal region in relation to inguinal hernia, 
however, be defined as an abnormal protrusion of (2) The changes produced in the pathological 
a viscus or tissue through an abnormal (or rarely anatomy at the hernial site, and 

normal) opening. It represents a disparity be- (3) The causes of sudden irreducibility or sud- 
tween the intra-abdominal pressure and the strength den irreducibility and strangulation. 

and competence of the retaining abdominal wall. It must be initially made clear that when we 


The significant determining factors for the pro- mean irreducibility we mean failure of facile 
duction of inguinal hernia are: (1) the size of the reduction ; otherwise any irreducible hernia can 
hernial orifices, (2) the nature and the competence be made reducible by forceful reduction and this 
of the muscular wall, and (3) the presence of a may lead to serious consequences in some cases. 
peritoneal dimple, depression or a sac. However it 
must be made clear that mere presence of a sac 
CLASSIFICATION OF IRREDUCIBLE HERNIA 

The protections against the occurrence of Having seen a large number of irreducible and 
hernia through the inguinal canal are: (1) the  ‘trangulated hernia cases in hospital and private 
small size and funnel shape of the internal ring, Practice one may conveniently classify them irto 


(2) the obliquity of the inguinal canal, and (3) the fur groups: 


shutter-like action of the internal oblique and the (i) Cases which were reducible for a long time 
transversus abdominis muscles. Once the protec- and then due to patient’s neglect (either due 
tion of the inguinal canal is gone, indirect ingui- to failure of the patient to reduce it or get it re- 


nal hernias will result. They may be reducible or duced) ff it is allowed to remain in the sac for 
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sometime, secondary changes develop in the sac 
or in the contents and they no longer enjoy the 
easy (facile) reducibility or become irreducible. 


(2) There is another group, in which a pre- 


_ viously reducible hernia suddenly becomes irredu- 


cible and then in spite of the patient’s immediate 
efforts, remains irreducible unless treated opera- 
tively or undue pressure or force is applied by the 
patient or an incompetent doctor. 

(3) In this group fall cases which originally 
were group (1) and (2) cases but have later on 
developed complications of obstruction and/or 
strangulation. 

(4) Cases which simultaneously and for the 
first time become suddenly irreducible and stran- 
gulated. In this study we are mainly concerned 
with group (2) and group (4) cases. 


OLD CONCEPT : 


For a long time it has been thought that the 
causes of irreducibility (Erdman, 1927 ; Watson, 
1948 ; Zimmerman and Anson, 1953 ; Aird, 1957) 
of indirect hernias are: 


1. The size of the hernial contents exceeds 
the diameter of the hernial orifice, that is, there is 
a disparity between the size of the opening and the 
contents. 

2. Matting between the contents themselves 
or between the sac and the contents and loculation 
of the sac. (These are the results of infection, 
relative ischaemia or traumatic inflammation and 
are the secondary changes produced in neglected 
cases of inguinal hernia.) 


3. Sudden and excessive increase in the intra- 
abdominal pressure forcing the gases and liquids 
in the herniated coils of the intestine. 


4. Accumulation of excess of fat in the her- 
nial contents specially when ‘the content is the 
greater omentum and which is allowed to remain 
in the sac for some time. 


NEW CONCEPT : 


The problem—The reasons given above do not 
satisfactorily explain the causes of sudden irredu- 
cibility specially in group (2) and (4) cases. It 
appears that there must be some other factor res- 
ponsible for the condition. For sometime we have 
been perplexed with this problem. Why does a 
reducible hernia suddenly become irreducible? 
We can understand the causes of irreducibility in 
neglected cases of indirect inguinal hernias 
specially the cases falling in group (1). We, how- 
ever, fr.il to understand the cause of sudden irredu- 
cibility, speaially in group (2) and (4) cases. 


Anatomy—We do not propose here to discuss 
the detailed and complete anatomy of the ingui- 
nal canal for which the readers may refer to 
numerous articles and books published on the sub- 
ject (Carp, 1924 ; Petit, 1924 ; Brash, 1948 ; Grant, 
1948 ; Coley, 1950 ; Brash, 1951 ; Zimmerman and 
Anson, 1953; Last, 1954 ; Johnstone and Whills, 
1954 ; Hollingshead, 1956). It will however be 
proper to mention a few important facts in rela- 
tion to our subject. 


Preperitoneal connective tissue—Just outside 
the parietal peritoneum there is a layer of fibro- 
fatty tissue—the preperitoneal, subperitoneal, retro- 
peritoneal or extraperitoneal fibrofatty tissue, 
which is present all over the abdomen. In the 
inguinal region are lodged certain structures, e.g., 
the inferior epigastric artery, the abdominal part 
of the vas deferens, the vessels of the cord ; below 
there are the iliac vessels ; and medially the obli- 
terated umbilical artery and the urachus. It can 
be traced down into the pelvis as an excellent and 
abundant packing material for the viscera and the 
vessels. This is an important structure which may 
form the chief bulk of certain cases of femoral and 
direct inguinal hernias. This layer has been des- 
cribed as alveolar, adipose or membranous layer 
and its consistency varies at different places. 


In the inguinal region this fibrofatty structure 
is markedly hypertrophied (Brash, 1951 ; Petit, 
1924) and is primarily an alveolar layer with vari- 
able amount of fat in it. In some cases of ingui- 
nal hernia this layer is so much hypertrophied 
locally that it forms a considerable membranous 
coat for the diverticular process of the peritoneum 
and may in rare cases form a covering of the sac. 


This layer is primarily an alveolar layer with 
strands of fibrous tissue in it. In thin people it 
may remain as such or may become a mem- 
branous layer whereas in the obese variable 
amounts of fat may be present in it. However a 
careful dissection will show that there are firm 
strands of fibrous tissue in this preperitoneal 
layer which extends between the external surface 
of the peritoneum and the fascia transversalis. 
Our operative findings also clearly demonstrate 
these—strong bands of fibrous tissue extend bet- 
ween the external surface of the hernial sac 
through the preperitoneal layer and the fascia 
transversalis. These bands or strands are of 
variable thickness and strength. They are very 
well seen round the internal ring where they are 
most developed and are comparatively thicker and 
stronger. Fine lacy strands of fibrous tissue con- 
verge and continue along the edge of the internal 
ring like the edge of an adjustable eamera die- 
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phragm. These fibres anchor the neck of the sac at 
this level. In unsupported big hernias, stress of the 
weight is responsible for the hypertrophy of this 
layer. These fibres can be well demonstrated in 
every case of indirect reducible inguinal hernia. 
It appears that these strands at the internal ring 
are of supreme importance and their tearing away 
causes the neck to lose its anchorage. Here, they 
are directed obliquely and surround the whole of 
the internal ring. These bands can be well seen 


NT. OBLIQUE 
RETINACULAR 
CON}. TENDO! ~ 


INT. SPERM | 
FASCIA 


CREMAST 
FASCIA 


Fic. 1—SHOWING THe Exposed INGUINAL CANAL AND THE 

Sac PARTLY DISSECTED FROM ITs COVERINGS. THE POSITION 

AND CHARACTER OF THE ‘RETINACULUM OF THE NECK OF THE 
Sac’ at THe INTERNAL RING MAY BE SEEN. 


Fic. 2—SHOWING THE ‘RETINACULUM OF THE NECK OF THE 
Sac’ my Section 


and have to be torn at operation by gauge dis- 
section at the internal ring. 

Clinical observation—Any observant surgeon 
must have seen these strands. A careful dissec- 
tion of these strands is mecessary to expose the 
highest point of the neck of the sac. Sometimes 
these fibres are so strong that they have to be cut 
with scissors. These strong and firm bands of 
fibrous tissue bind down the external surface of 
the neck of the sac to the structures around it, i.e., 
they extend between the sac and the fascia trans- 
versalis anteriorly and anterolaterally, and the 
sac and the spermatic cord posteriorly. These 
important strands of fibrous tissue fix the neck of 
the sac to the surrounding structure and may con- 
veniently be called the ‘retinaculum of the neck of 
the sac’ (Figs. 1 and 2). 


PATHOLOGICAL CHANGES IN IRREDUCIBLE INDIRECT 
INGUINAL HERNIA 


Mechanism of sudden irreducibility—For the 
indirect inguinal hernias to become suddenly irre- 
ducible the following sequence and pathological 
changes must take place : 

1. The internal inguinal ring which is the 
opening in the fascia transversalis must be- 
come stretched and dilated and its diameter 
must become suddenly increased. 

2. Being a fascia it cannot be stretched beyond 
a certain point. If the stretching is marked 
or the dilatation is sudden, the internal ring 
must be torn at one or several points 
(Fig. 3). 


OOO 


Fic. 3—DtAGRaMMATIC REPRESENTATION OF TEARING OF THE 
INTERNAL RING aT Ont OR More PLAces. 


3. The increased intra-abdominal pressure now 
exerts its action more effectively and the sac 
can now descend more forcibly. The 
neck of the sac, however, is fixed by the 
‘retinaculum of the neck of the sac’, and 
though it may still remain fixed for some 
time, it bears the recurrent severe strain. 

4. During one ef the severe episodes of the 
increased intra-abdominal pressure, the 
retinacular fibres of the neck may get torn. 

5. If and when this happens the neck loses its 
anchorage. The neck now becomes mobile. 
It can now descend and can be further 
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brought down by giving the slightest trac- 
tion on the sac. Similarly due to loss of its 
anchorage the neck can ascend. If pres- 
sure is applied on the sac of such an 
irreducible hernia this will make the neck 
project up in the peritoneal cavity like a 
knob, through the enlarged or torn and dis- 
proportionate internal ring. 

6. This leads to the production of irreducible 
hernia according to the physical law we are 
going to enunciate. 


Physical law—If an orifice can transmit a struc- 
ture easily, it can also let it go back, provided only 
that there have not occurred any other changes in 
or around the orifice or in the transmitted 
structures themselves. 

The ordinary physical law is that pressure can 
only be applied to a fixed point and that no mass 
can be stretched unless it is fixed. If pressure is 
applied to a point which is mobile or lax, the force 
of pressure or stress is lost and it mostly becomes 
ineffective. 


CRITERIA ON WHICH THE New CONCEPT 1S BASED 


Clinical—In a reducible hernia, according to 
what has been said before, the hernial orifice must 
be fixed and if pressure is applied to the fundus of 
the sac in such a hernia, the descending elements 
of the contents, i.e., the gas and the fluid and then 
the contents themselves will return to the abdomi- 
nal cavity, because the force applied on the sac will 
have full effect. 


In an irreducible hernia of sudden onset, the 


force applied to the fundus of the sac for reduction. 


becomes greatly ineffective and the neck of the sac 
moves up and down on pressure, because the neck 
has lost its anchorage as the retinacular fibres are 
torn. In such cases facile reduction is not possible. 
However if excessive force is applied, the neck 
ascends as much as it can go and then becomes 
somewhat fixed and reduction can then take place ; 
in some cases reduction en masse is the result. 

A new test for sudden irreducibility—An obser- 
vant clinician must have noticed that in cases of 
sudden irreducible hernias, the whole hernial sac 
with the neck moves up and down. Here the neck 
of the sac moves up and down through the internal 
ring and the neck can project inside the abdominal 
cavity during reduction of hernia, if the force 
applied is sufficiently strong. 

In other words, for facile reduction to take place 
the neck of the sac must be fixed to the fascia 
transversalis at the internal ring by the ‘retina- 
culum to the neck of the sac’. If this anchorage is 
lost, reducible hernia suddenly becomes irreducible. 
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Clinically, therefore, in cases of hernia if one 
finds the neck moving up and down, this test 
suffices to diagnose that the case is one of ir- 
reducible hernia. This is easily seen in thin 
patients. In such cases the treatment should be an 
operation rather than foreful reduction, even 
though there is no obstruction or strangulation. 


Pathogenesis—|. For the sudden ‘appearance of 
irreducible hernia in the case of a person without 
any history of hernia, the force of increased intra- 
abdominal pressure must be very severe so as to 
dilate the internal ring, to tear the internal ring at 
one or more places and to tear the ‘retinaculum of 
the neck of the sac’. This will necessarily lead to 
losing the anchorage of the neck, which will 
descend and with it the preperitoneal fibrofatty 
tissue (Fig. 4) will also descend. This sudden 
and severe trauma may lead to local bruising, 
ecchymosis or petechial areas of haemorrhage. 


Fic. 4—DIAGRAMMATIC REPRESENTATION OF THE DESCENT 

OF THE NECK BELOW THE INTERNAL RING. NOTE THE 

CONSTRICTED NgcK OF THE SAC, AND THE EXTRAPERITONEAL 

Fiproratty TisSve THE INGUINAL CANAL, EXTENDING 

UP TO THe NecK or THE Sac. ALSO NOTE THE ABSENCE OF 
THE ‘RETINACULUM OF THE NeCcK OF THE Sac’. 


2. In a case of previously reducible hernia the 
same force will lead to the same effect exactly in 
the same way except that here the internal ring i 
already dilated. 


OPERATIVE FINDINGS AND PATHOLOGY 


That the changes described above really happen, 
can only be proved conciusively at the operation. 
If the mechanism of sudden irreducibility and the 
sequence of events as mentioned above are correct 
then one expects to find the following: (1) dilata- 
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tion of the internal ring, (2) tearing of the ring at 


one or more places, (3) tearing of the ‘retinacular 
fibres of the neck of the sac’ or their absence from 
the usual anatomical site, (4) bruising or ecchy- 
mosis on the external surface of the neck of the 
sac (in recent cases only), (5) undue mobility of the 
neck of the sac, which descends upto 14" (Fig. 
4), (6) the inferior epigastric artery remains 
at its usual position consistent with the original 
size of the neck, and (7) the extraperitoneal fat is 
easily visible, and in fact in many cases it can be 
seen lying in the inguinal canal and is obvious 
without the slightest traction on the sac (Fig. 4). 
That these changes do happen is evident by the 


clinical examination and our specific test. It can 
also be clearly demonstrated at the operation (Fig. 


5). 


Fic. 5—PHoToGRAPH OF THE REMOVED Herntal Sac 
(Case 10), SHOWING THAT THE NECK HAS DESCENDED 
In such cases it is quite easy and in fact advisable 
to ligate the sac at a point much higher than the 
constricted area of the neck of the sac. 


In all our cases of sudden irreducible hernia in 
thin patients, we have clinically seen the neck 
moving up and down with each application of pres- 
sure at the fundus of the sac. 


While at the operation, the moment the canal 
is opened the following findings are obvious : 


(1) the extraperitoneal fat is most easily visible 
without any traction on the sac (Fig. 4), 


(2) the inferior epigastric artery is seen at its 
normal position and the extraperitoneal 
fibrofatty tissue is seen extruding into 
the inguinal canal beyond the artery, 


(3) the ecchymosis at the external surface of 
the sac is obvious in cases operated upon 
early during the first attack of irreducibi- 


lity, 
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(4) sometimes a small haematoma is seen at the 
neck on its external surface, and 


(5) the retinacular fibres are no more visible 
and the sac, at the region of the neck, is 
very easily separated. Some of these find- 
ings show that the retinacular fibres of the 
neck of the sac have been torn and a small 
amount of bleeding has taken place lead- 
ing to an area of ecchymosis or even a 
haematoma at the external: surface of the 
neck. 


MATERIAL 


Clinical and operative findings of twelve cases 
of indirect inguinal hernias have been recorded 
(Table 1). Four (Cases 1, 2, 3, and 9) out of the 
12 cases, were operated upon during the attack of 
irreducibility. Of these 4 cases, 2 (Cases | and 9) 
had complete indirect inguinal hernia of long 
duration, which had for the first time become ir- 
reducible. Case 2 who never had any hernia before 
suddenly developed irreducible and strangulated 
hernia simultaneously and for the first time. 


Seven cases (Cases 4, 5, 6, 7, 8, 10 and 11) who 
had previous history of sudden irreducibility and 
who had been treated by forceful reduction by the 
patient or an incompetent doctor, have also been 
described to illustrate the operative findings of 
such cases. 


One case of complete indirect inguinal hernia, 
who never had any episode of irreducibility (Case 
12), has also been described to illustrate the 
difference in the operative findings in such cases 
with cases who had previous attack or attacks of 
irreducibility. 

Full clinical and operative findings are given in 
Table 1. 


SuMMARY 


Certain points in the anatomy of the inguinal 
region in relation to the indirect inguinal hernia 
have been described. Strong fibrous bands at the 
neck of the hernial sac which keep the neck of the 
sac in position have been observed. These have 
been named ‘retinaculum of the neck of the sac’. 
They are torn during the first attack of irreducibi- 
lity and are absent in such cases. The cause of 
irreducibility is the sudden tearing of these fibres. 


A new test for irreducibility of indirect inguinal 
hernia has been described and the mechanism of 
sudden irreducibility has been fully discussed. 


j 
igi 
| 
| 
4 
7 
‘ 
we 
| 
| | 


ACKNOWLEDGMENT 


s We are grateful to Dr. B. Guha Mazumdar, Superin- 
oF tendent, N. R. S. Medical College and Hospitals, Calcutta 
: and Dr. K. N. De, Superintendent, Islamia Hospital, 
Calcutta, for allowing us the use of the hospital records. 
We are also thankful to Mr. M. S. Salehjee, Honorary 
Secretary, Islamia Hospital, for the same. 


REFERENCES 


AIRD, Companion in Surgical Studies, Second Edi- 

ve tion, 1957, Livingstone, Edinburgh, p. 648. 

Brasu, J. C.—Cunningham’s Manual of Practical Ana- 
tomy, 11th Edition, Vol. II, 1948, Oxford University 
Press, London, p. 196. 

Idem—Cunningham’s Textbook of Anatomy, 19th Edition, 
1951, Oxford University Press, London, pp. 464, 465, 
473, 601, 1492. 

Carp, L.—Surg. Gynec. & Obst., 39: 443, 1924. 
Corey, B. L.—A Textbook of Surgery by American 
Authors, 1950, Saunders, Philadelphia, p. 1193. 
Erpman, S.—Nelson’s Loose-leaf Living Surgery, 1927, 
Edited by Whipple, W.A.O. & St. Jhon, F. B., Thomas 

Nelson & Sons, New York, pp. 589-665. 

Grant, J. C. B.—A Method of Anatomy, 4th Edition, 
1948, Bailliere Tindall & Cox, London, p. 213. 

HOLLInGsHeaD, H.—Anatomy for the Surgeons, Vol. IJ, 
1956, Hoeber-Harper Book, New York, p. 249. 

Jounstone, T. B. AND WHILLIS, J.—Gray’s Anatomy, 3ist 
Edition, 1954, Longman Green & Co., London, p. 489. 

Last, R. J.—Anatomy, Regional & Applied, 1954, Chur- 
chill, London, p. 4. 

Perit, J. A.—Surg., Gynec. & Obst., 38: 677, 1924. 

Watson, L. F.—Hernia, 3rd Edition, 1943, Mosby, St. 
Louis, pi. 54, 124, 134. 

ZIMMERMAN, L. M. AND ANsoN, B. J.—Anatomy & Sur- 
gery of Hernia, 1953, William & Wilkins, Balti- 
more, pp. 2, 16, 28, 71, 85, 87, 100, 105, 112, 128, 138. 


GENITAL HYPOPLASIA AND APLASIA 
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INTRODUCTION 


The idea of having a survey of the problem of 
genital hypoplasia and aplasia, regarding its inci- 
dence and the likely aetiological factors, continued 
to worry our minds when we came across a large 
number of patients in the out-patients department, 
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who, though apparently healthy-looking, suffered 
anatomically, physiologically, psychologically and 
socially from the various manifestations of genital 
hypoplasia and aplasia. The incidence seemed to 
be quite striking in this part of the State. To a 
layman or even to a doctor, a majority of these 
patients looked quite healthy and well-built giving 
rise to no suspicion of any underdevelopment in 
those organs on which depend the future genera- 
tion and the future of the man and woman united 
by the sacred bond of marriage. The mental tor- 
ture of these unfortunate women was so keenly felt 
by us that we decided to find out the enormity of 
the problem by going into the details of their his- 
tories, examinations, etc, so that we could deter- 
mine the aetiological factors responsible for this 
underdevelopment, and alleviate to a certain extent 
their sufferings. 

Particularly in India, the social problems aris- 
ing from these conditions are more often due to 
(1) early marriage in childhood before menarche, 
and (2) the social set-up which encourages a 
woman to bear children in the early period of her 
married life. A woman who fails in this func- 
tion of hers is looked down upon by everyone 
around her even though she may be a good house- 
wife in every other way. 

The medicai science is progressing rapidly but 
no clues are yet availabie about the causes of many 
of these developmental defects. 


MATERIAL 


Our cases were divided into two groups : 


(A) Definite cases of genital hypoplasia detect- 
ed in the O.P.D. of Sheth Vadilal Sarabhai Gene- 
ral Hospital and Sheth Chinai Maternity Hospital, 
Ahmedabad, were studied. 


(B) A general study was made of girls round 
about the average age of menarche from high 
schools and colleges. This was done with the idea 
of getting information about the likelihood of geni- 
tal hypoplasia in girls of this age—the age of on- 
set of menstruation being considered more or less 
indicative of genital development. 

200 patients were studied in group A and 750 
subjects in group B. A proforma was prepared to 
to get as much information about them as possible 
with our limited resources, particularly for the in- 
vestigation regarding hormone estimation which 
we have learnt most from selected patients. 

In group A, the age of the patients ranged 
from 16 to 36 years and only two patients were 
40 years old. 127 patients were between 20 and 
30 years and 35 between 16 and 19 years, and the 
rest were above the age of 30. Thus the majo- 
rity of the patients were seen when they were 
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well over the average age of menarche and in 
the best years of a woman’s reproductive life. 

The results of observations in group B cases 
are not included in this article as they form the 
subject matter of a separate article. 


OBSERVATIONS 


GENERAL : 

The most common complaints of the patients 
were: Primary sterility of varying duration with or 
without scanty and delayed periods; primary 
amenorrhoea ; secondary amenorrhoea ; secondary 
sterility and delayed and scanty periods. Only 
8 patients in the series were unmarried of which 
3 had primary amenorrhoea and were below 
the age of 20, and others had come for delayed 
periods. 

Menstrual history—Scanty and delayed periods 
were the chief complaints in sterile patients who 
more often visited the doctor for this complaint in 
association with/or sterility. 

The age of menarche in the series varied bet- 
ween 13 and 19 years with an average of 14} years. 
This figure is a little higher than that found in 
the general population of Gujarat. 

Dysmenorrhoea was a common finding. 115 
patients complained of dysmenorrhoea of varying 
degree at sometime or other of the menstruation. 

Secondary sex characters were well developed 
in most of these patients. Of 15 patients who had 
underdeveloped secondary sex characters, 8 had 
primary amenorrhoea while 13 out of 21 cases of 
primary amenorrhoea had normal secondary sex 
characters. There were 15 patients with male type 
of hair distribution. 

Infection—Out of 200 patients 42 gave history 
of mumps sometime or other in childhood. It did 
not seem to affect the development, as no relation 
was found between the degree of underdevelop- 
ment and history of mumps. Malaria was com- 
plained of by 37 patients, whereas 38 patients had 
low-grade fever off and on. 14 patients gave his- 
tory of having typhoid fever and 23 patients in- 
fluenza. Pulmonary tuberculosis was seen in only 
one of the patients, though one patient had cer- 
vical tubercular lymphadenitis and two patients 
had Koch’s endometritis—the last three patients 
had delayed and scanty periods. 

Vitamin deficiency—Vitamin C deficiency was 
very commonly found in this series. 47 patients 
showed evident signs of the deficiency. Surpris- 
ingly vitamin B deficiency was seen only in 9 
patients. 12 patients showed signs of vitamin A 
and vitamin D deficiencies. 

Anaemia—There were 43 cases of mild to 
severe degree of anaemia. Two cases with severe 
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anaemia and signs of severe malnutrition had pri- 
mary amenorrhoea at the age of 20. Of the 
anaemic patients, 5 had primary amenorrhoea and 
13 complained of delayed periods. 

Family history—The family histories of all the 
patients were taken in detail, especially regarding 
the other sisters, mother, etc., to find out if other 
members of the family showed any symptoms of 
underdevelopment like late menarche, primary or 
secondary amenorrhoea, sterility or low fertility. 
10 gave history of sterility in the sister, 6 of steri- 
lity in the brother and 5 gave a history of having 
each a small family. 

Obesity—56 out of 200 patients were found to 
be more or less obese. This had no relation with 
primary amenorrhoea. Obesity in other family 
members was complained of by only 3 patients. 
The majority of the patients attributed the increase 
in fat to scanty and delayed periods. A few 
attributed it to marriage. 

Height and span—The height of the patients 
varied between 56” and 64", the majority being 
below 60”. Only one patient was 70)" tall, with 
a span of 80’. 

Out of 200 patients, 161 showed a span longer 
than the height by 1’ to 6”. Of these 161, 19 were 
cases of primary amenorrhoea, i.e., only 2 cases of 
primary amenorrhoea showed a normal span-to- 
height ratio. 

Uterine index—The uterine index was studied 
in 86 patients. The ratio of uterine length to 
cervical length was as follows: 58 patients showed 
a ratio of 2: 1, while 28 patients showed a 
ratio of 2: 1 or more, 


SPECIAL : 

Primary amenorrhoea—Out of 200 patients 
there were 21 cases of primary amenorrhoea, Of 
these 21 cases, 8 patients had absence of the uterus 
and the vagina. 7 patients had markedly hypo- 
plastic uterus. These cases showed secondary sex 
characters corresponding to their hormonal func- 
tions. They are classified as under : 

(A) Sexual infantilism (3 cases)—Under this 
group there was | case of possibly primary pitui- 
tary failure, 1 case of possibly primary ovarian 
failure, and 1 case of possibly thyroid deficiency. 

(B) Hypogonadism (4 cases)—There were 4 
patients with slight changes in the secondary sex 
characters at the age of 18. 

(C) Normal secondary sex characters with 
amenorrhoea of uterine origin (10 cases)—Under 
this group there were 2 cases with uterus of sub- 
normal size, later responding to oestrogen, 2 cases 
of hypoplastic uterus not responding to oestrogen, 
2 cases with tuberculous endometritis, 3 cases with 
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atrophic endometrium and 1 case with proliferative 
endometrium. 


(D) Obesity of hormonal origin (2 cases). 

(E) Cryptomenorrhoea—atresia vagina (1 case). 

(F) Agenesis of gonads (1 case). 

In this last patient, though the skin biopsy 
showed male type of nuclear chromatin, the 
patient had complete absence of gonads of either 
sex. 


The age of the primary amenorrhoea cases 
varied from 16 to 25 years as follows: 2 cases— 
16th year, 3 cases—l7th year, 1 case—18th year, 
2 cases—19th year and 13 cases—20th year and 
over. 


Thus about two-thirds of the primary amenor- 
rhoea cases were seen in their twenties. 5 of the 
patients with primary amenorrhoea were anaemic, 
two of whom were severely malnourished and 
markedly anaemic. 


In 3 primary amenorrhoea cases whose genital 
organs were absent, the abdomen was opened to 
see the anatomy in the pelvis and kidneys. These 
cases are reported below : 


Case Reports 


Case I1—A woman aged 20 was seen in the O.P.D. of 
Chinai Maternity Hospital for primary sterility. She com- 
plained of pain in the abdomen for 2 days every month 
with vomiting. 

She was of average height (5 ft.) and weight (82 Ib.). 
Her secondary sex characters were normally developed. 
Systematic examination of the respiratory, cardiovascular, 
alimentary and central nervous systems showed nothing 
abnormal. She complained of spongy bleeding gums. 
There was excess of hair on her extremities and hair 
was scanty on the upper lip. 

On vagina) examination the labia majora and minora 
were well developed; pubic hair was normal; vaginal 
pouch was deep and normal and small walnut-sized masses 
were felt in both fornices. 

On rectal examination the uterus and cervix were not 
felt. 

The patient was admitted for laparotomy. 

On laparotomy there was no uterus, but it was re- 
presented by slight thickening of the medial ends of the 
rudimentary fallopian tubes joined together by a short 
transverse fold of peritoneum. Round ligaments were also 
poorly developed. Ovaries were hypertrophied and on 
section showed corpus luteum in various stages of dege- 
neration. 

This patient on discharge from the hospital was told 
to maintain a basal body temperature chart to see if she 
ovulated regularly. The chart did show ovulatory changes 
every month. 

Case 2—A woman aged 20 was seen in O.P.D. of 
Chinai Maternity Hospital for primary amenorrhoea and 
dyspareunia. She was fairly built and well nourished. 
Her height was 56” and weight 70 Ib. She gave history 


of bacillary dysentery a year before, otherwise she was 
normal. Secondary sex characters were normal. 

On vaginal examination the hymen was intact; the 
labia majora and minora were well-developed; a small 
vulvar pouch was present. 

On rectal examination no uterus or cervix was felt. 

On laparotomy two ectopic kidneys were found on 
either side of vertebral column lower down. There was 
no uterus but two normal-sized ovaries were present. 
Rudimentary fallopian tubes were seen. 

Case 3—A woman aged 19 was seen for primary 
amenorrhoea. She was of average height and weight 
and was in good health with normal secondary sex 
characters. 

Vaginal examination revealed only a small vaginal 
pouch. . 

On rectal examination no uterus or cervix was felt. 

On laparotomy an ectopic kidney was found lying in 
the midline near the brim of the pelvis. There was no 
uterus. Ovaries were of normal size. Rudimentary 
fallopian tubes were seen. 


Reports of 7 primary amenorrhoea patients with 
hypoplastic uteri are given below : 


Cass Reports 


Case 1—Patient aged 22 came with complaint of pri- 
mary amenorrhoea. Her height, weight and span 
measurements were normal and her skeletal growth was 
also normal. On examination, hair on the pubic area was 
found scanty. Axillary hair follicles were few in number 
and breasts were not well developed. 

On vaginal examination the vagina and vulva were 
normal; the uterus was very small and nodular with small 
cervix and without fornices. 

Case 2—Patient aged 28 complained of primary 
amenorrhoea. She had a short stature and was of obese 
type. There was the male type of distribution of hair 
on the body and her voice was a little hoarse. 

On vaginal examination the vagina and vulva were 
well developed; uterus, very poorly developed and the 
vaginal part of the cervix was not felt. 

Case 3—Patient aged 26 having normal feminine 
structure complained of primary amenorrhoea. 

On vaginal examination the uterus was found to -be 
very small and acutely flexed; very little cervical tissue 
was felt in the vagina and the uterine sound could not 
be passed because of the pinhole os. 

Case 4—Patient aged 25 came with complaint of pri- 
mary amenorrhoea. Her skeletal growth and secondary 
sex characters were normal. 

On vaginal examinal the vagina was narrow; uterus 
and cervix very small. 

Case 5—Patient aged 23 complained of primary 
amenorrhoea. Her stature was small and obesity was 
marked in the lower abdomen. Breasts were well deve- 
loped but nipples were not well formed. There was 
scanty growth of hair on the upper lip. 

On vaginal examination the vagina was norfmal; the 
vaginal portion of the cervix was not felt and the uterus 
was found to be very small and retroflexed. 
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Case 6—Patient aged 20 complained of primary 
amenorrhoea. Her structure was small. Secondary sex 
characters were not well developed. 

On vaginal examination the vagina was found to be 
very small; uterus was very small and anteflexed; and 
cervix was very small. 

Case 7—Patient aged 24 with low grade of intelli- 
gence and normal secondary sex characters came with 
primary amenosrhoea. Her height, weight and span 
measurements were normal. Distribution of hair was 
more on the limbs. 

On vaginal examination the vulva and vagina were 
underdeveloped; cervix small and conical; uterus small 
and retroflexed. 


Two patients of primary amenorrhoea were 
found to have tuberculous endometritis. Both 
were married and came for primary sterility in 
addition to primary amenorrhoea. One of them 
had pulmonary tuberculosis also. Both the patients 
were in their twenties. 


Secondary amenorrhoea—There were 20 cases 
of secondary amenorrhoea out of 200 patients who 
attended O.P.D. of Chinai Maternity Hospital. 
The term ‘secondary amenorrhoea’ was applied 
whenever there was amenorrhoea of duration 3 
months or more after previous normal menstrual 
period. Of these twenty cases, 13 had primary 
ovarian hypofunction, 4 were cases with obesity of 
hormonal origin and 3 with anovulation. 


All the cases of secondary amenorrhoea were 
thoroughly examined clinically and whenever 
indicated, pathologically and radiologically. In 
unmarried young girls, vaginal examination was 
not done but rectal examination was done and in 
such cases reports on endometrial biopsies were not 
available. 


Thirteen cases of secondary amenorrhoea had 
varying degrees of hypofunction. Here the 
patients gave history of late menarche and irregular 
and delayed periods. The flow of menstrual blood 
was scanty and used to last for about two to three 
days. On vaginal examination the uterus was 
either retroflexed or anteflexed and very small. 
The general sexual development was poor in all 
cases. 

Four cases of obesity were associated with 
secondary amenorrhoea, the duration of amenor- 
rhoea varying from 3 to 8 months. The patients 
were less than 4’-11” in height and more than 
140 Ib. in weight. All of them were below 30 
years of age. The distribution of fat was more 
marked on breasts and lower abdomen. Hair 
distribution was normal. All the patients were 
very fond of starchy and fried eatables. Milk was 
taken in negligible quantity. 2 of these cases 
showed an active proliferative phase of endo- 
metrium, anovulatory type. 
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Three patients in this group had ceased to 
ovulate. This was confirmed by basal body tempera- 
ture charts. In all these patients endometrial biopsy 
showed an active proliferative endometrium in 
premenstrual phase of menstrual cycle. All the 
three patients responded to chorionic gonadotropin 
injections by getting normal periods. 

Of all the patients of secondary anienorrhoea, 
5 between the ages of 23 and 32 gave histories 
suggestive of a psychogenic factor responsible for 
secondary amenorrhoea. Of these, two were from 
the group of cases with primary ovarian hypo- 
function, two from the group with obesity of 
hormonal origin and one from the group with 
anovulation. The psychogenic factor was mainly 
some disturbed or distressing family condition. 

Two patients of secondary amenorrhoea were 
markedly emaciated with flabby wrinkled skin, 
dirty and decayed teeth, and scanty axillary and 
pubic hair. The 17-ketosteroid excretion in these 
two patients was low. Both the patients belonged 
to the low-income group. One of them had to go 
without food very often due to want of sufficient 
food for the family. The other patient was a 
woman, Jain by religion, who observed fasts very 
often. 

Endometrial biopsies were done only in 8 cases 
of secondary amenorrhoea. Results were as 
follows: Atrophic endometrium—2 ; inactive proli- 
ferative endometrium—S5 ; no tissue obtained—1. 

Laboratory investigations—R.B.C. count and 
Hb estimation in 20 patients showed hypo- 
chromic type of anaemia: Two patients had mild, 
16 patients had moderate and 2 patients had severe 
anaemia. 

Urine analysis wa normal in all the 20 patients 
of secondary amenorrhoea. 


Menstrual findings—The following points were 
noted, viz., the average age of menarche ; symp- 
toms associated with menstruation; length of 
menstrual cycle; duration of menstrual flow ; 
amount of blood loss ; and menorrhagia. 

The average age of menarche in this group of 
cases was 14°9 years. This figure is a little higher 
than the average obtained in the general female 
population of this State. Obtaining of the actual 
date of menarche was a difficult problem because 
most of the patients were illiterate and did not 
know even their correct age. Only an approximate 
age was told in reply to our questionnaire. We 
have tried to correlate the events of the last mens- 
trual period with some events in the family to 
minimise the error in getting the right age of 
menarche, The menarche was found to appear later 
in the ill-nourished and lower income group of 
patients. Patients married much before the average 
age of puberty gave history of early menarche. 
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The patients who were members of a big family 
had the menarche earlier than the average figure. 
In the present series, the earliest period was at the 
age of 11 years and six months. 

The symptoms associated with menstruation are 
analysed as follows: Pain in the lower abdomen, 
before or during the first day of menstruation— 
138 cases ; heaviness or discomfort in breasts—41 
cases ; feeling of exhaustion, headache or back- 
ache—42 cases ; ulcers in the mouth in premens- 
trual stage—l4 cases ; blood-stained discharge in 
the intermenstrual period—9 cases; excessive 
leucorrhoea before and after menstrual discharge— 
92 cases ; frequency of micturition in premenstrual 
period—27 cases. 

Out of 208 patients, 160 complained of some 
sort of pain in the lower abdomen at some time or 


other of the menstrual cycle. Pain was referred 


to the lower limbs and back in most of the 
patients. Uneasiness and headache were accom- 
panying symptoms in most of them. Pain just 
before the actual onset of menstruation and in the 
first few hours of onset was present in 77 cases (37 
per cent); pain in the intermenstrual period in 
22 cases (10°5 per cent) ; pain before menstruation 
in 61 cases (29°3 per cent) ; and there was no pain 
in 48 cases (23°2 per cent). 

. Most of these patients were sterile and had 
irregular type of menstruation and were of seden- 
tary habits. Some patients had unhappiness in 
their domestic and sexual life. 

The length of the menstrual cycle in the 
present series of cases of genital hypoplasia varied 
from 16 days to 8 months, but those complaining 
of amenorrhoea of more than 3 months, were 
included in the group of secondary amenorrhoea. 
The length of menstrual cycle varied in different 
communities (Table 1). 

Menstrual cycle was longest in Bhaiya women 
who usually belong to the low income group and 
whose habits are sedentary. The average mean 
menstrual cycle was of 29 days as calculated from 
patients who gave history of regular cycles. 

With regard to the duration of the menstrual 
flow, we have classified patients into three groups 
after taking into consideration the error on the 
part of patients in calculating the duration of flow 
in complete days : 

(a) Those having menstrual bleeding for more 

than 6 days (long)—27 cases (12°5 per cent). 

(b) Bleeding for 3 to 6 days (medium)—131 

cases (62 per cent). 

(c) Less than 3 days (short)—51 cases (24°59 

per cent). 

The idea of the amount of blood loss was 
obtained by asking the patients about the number 
of diapers used by them during a period. Of 


course, the number of diapers used depends not 
only on the blood flow but also upon the standard 
of cleanliness, sweating habits, and obesity. On 
an average 3 diapers were used on the Ist day of 
menstruation. The variation in the blood losses 
according to the community is shown in Table 1. 


TaBLe 1—SHOWING LENGTH OF MENSTRUAL CYCLE AND 
VARIATION IN THE AMOUNT OF BLOOD Loss IN 
DIFFERENT COMMUNITIES 
Menstrual § Bloodless 
No. of 
patients 
(days) Scanty Moderate Profuse 


Gujarati .. 41 30-32 10 27 4 
Muslim .. 35 28-40 10 18 7 
Jain oo 24 29-35 10 5 
Bhaiya 19 31°52 8 2 
Scheduled 

class o 49 27:10 8 37 4 
Sindhi 15 27-10 3 ll 
Marathi .. 28-80 2 5 i 
Otner castes 17 29-42 3 12 2 

Total 208 4 128 26 

Percentage 26°3 61-3 12-3 


Menorrhagia was found in 18 cases in this 
series of 208 cases of genital hypoplasia seen in 
Chinai Maternity Hospital. Organic causes like 
fibroids, polyps, cancer, endometriosis, etc., were 
excluded while selecting the patients for this 
study. The youngest patient in this series was 
18 years and the oldest 32. Three of the patients 
were unmarried. The chief complaints were 
either menorrhagia, metrorrhagia or polymenor- 
rhoea. A few had history of functional haemor- 
rhages after marriage. On vaginal examination 
the uterus was found smaller in size than normal, 
its length varied from 14” to 1-3/4" and it was 
either anteflexed or retroflexed. No other abnor- 
mality was found. The blood pressure determina- 
tions did not show any abnormality. R.B.C. count 
and Hb values in 18 patients showed varying 
degrees of hypochromic anaemia. Bleeding and 
clotting times were normal in all cases. 3 cases had 
Hb percentage below 40, 4 cases between 40 and 
50 and 11 cases between 51 and 65. 

The menstrual cycle in 18 patients were as 
follows: (a) Regular, normal (menstruation occur- 
ring regularly at 28-30 days’ interval) in 2; 
(b) regular, short (menstruation occurring regularly 
at intervals of less than 21 days) in 4 ; (c) regular, 
long (menstruation occurring regularly at intervals 
of more than 31 days) in 3; and (d) irregular 
cycles bleeding occurring at irregular intervals 
lasting for varying duration) in 9. 
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Endometrial biopsies were taken premens- 
trually in the first three groups of cases and 
during menstruation in group (d). In group (d) 
proliferative phase of endometrium was more often 
seen. Proliferative phase with hyperplastic, cystic 
glands and condensed vascular stroma in 8. Proli- 
ferative phase with hyperplastic glands in 2; 
secretory phase with normal stroma in 5. No 
endometrial biopsy was taken in three unmarried 
patients. 

All the patients complained of sterility and 
50 per cent complained of irregular menstrual 
cycles. The patients in this series belonged to the 
educated class. Profuse bleeding followed a 
psychological shock, change of residence, etc., in a 
couple of patients. Three patients gave history of 
similar menorrhagia in their sisters who also were 
sterile. 

Basal temperature records—Only 27 out of 250 
patients could record their basal temperature. 
From these records only 8 cases of anovulatory 
bleeding were detected. They were confirmed by 
endometrial biopsy. 

Endometrial biopsy—Endometrial biopsy was 
obtained in premenstrual phase in 47 patients. No 
endometrial tissue was obtained in 4 cases. The 
results of other cases (43) were as follows: 

Secretory phase with inequality of glands, 
oedema, and tortuosity of some glands in 12; 
hyperplastic endometrium with scanty glands and 
poorly developed stroma in 24 ; proliferative phase 
of endometrium suggesting anovular menstruation 
in 7. 

Total W.B.C. count—The total W.B.C. count 
was done on the first day of examination in those 
cases who complained of profuse leucorrhoea and 
some infection of the genital organs. It was done 
in 34 cases. The count was high (above 10,000/ 
c.mm.) in those patients who had tenderness of 
uterus and appendages on vaginal examination. 
Weekly total W.B.C. count was done in 14 cases 
and there was increase in the number of total leuco- 
cytes, neutrophils, lymphocytes and monocytes 
during the follicular and leuteal phases of the 
menstrual cycle, which was followed by abrupt 
decrease during the bleeding phase. 

Diet—On inquiry it was found that there was a 
great dislike on the part of women to take milk, 
which is the chief animal protein available in a 
vegetarian diet. This may be due to be following 
factors: (a) Most of the women cannot afford to 
take milk every day; (b) The habits of the 
family—as other members of the family do not take 
milk, women also do not take it. (The value of milk 
as food should be explained to women). (c) The 
tradition in the family—the girls are not supposed 
to take milk, only male members can take it. (This 
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may be a result of the low income of the family). 
(d) Wrong dietetic habits—ladies relish fried 
and spicy dishes and they do not cultivate the 
habit of taking milk or any milk preparation in 
the early periods of their life. Hence they have no 
liking for milk at the time of puberty and in later 
life. 

Family income—Inquiry was made about the 
per capita income of the family in every case. 
Most of the patients failed to answer this quescion 
because they had no knowledge of the inceme of 
the family. Besides they were not willing to give 
the exact figure, because they had come to the 
hospital for examination and guidance about their 
menstrual irregularities. 

Most of the patients in the present series were 
living in joint family and so the income was 
divided between members of the family. Genital 
hypoplasia and aplasia were more marked in 
patients whose family income was low. 

Race and community—The incidence of genital 
hypoplasia and aplasia was greater amongst 
Muslim and Bhaiya ladies. This may be due 
to their observing purdah and also because their 
marriages were confined to their near relations. 

The patients who belonged to the Jain commu- 
nity more often complained of irregularities of the 
menstruation and sterility and their numbers were 
also high in our analysis. This may be due to the 
fact that they make less use of green vegetables 
and roots, and also because they frequently 
observe fasts. 

Congenital malformations of the genital tract 
were found in 15 patients: Gonadal aplasia was 
found in 1 case ; imperforate hymen in 1 case ; 
atresia of vagina and cervix in | case ; absence of 
vagina, uterus, etc., in 7 cases out of which three 
showed associated urinary malformations ; double 
vagina and double uterus and cervix—uterus 
didelphys—in 2 cases ; septate uterus in 1 case ; 
uterus with rudimentary horn in | case and vaginal 
anus in | case. 


SUMMARY AND CONCLUSIONS 


The study revealed a high incidence of genital 
hypoplasia and aplasia in Muslims and Bhaiyas 
among whom consanguinous marriages are com- 
mon. The onset of menarche appeared later in the 
poorer classes of patients, suggesting that mal- 
nutrition during the growing years may influence 
growth of the generative organs. Mumps during 
childhood did not appear to influence the onset of 
menarche. 

Menstrual irregularities and dysmenorrhoea 
were found commoner in women faced with social 
handicaps and psychological difficulties. Tuber- 
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cular endometritis was a cause of primary amenor- 
rhoea in 3 cases. 

Ectopic kidneys were found im three cases of 
congenital absence of uterus and vagina. In one 
they were bilateral and in two unilateral—suggest- 
ing the frequent association of urinary and con- 
genital genital anomalies. 

The present study was conducted with students 
of Ahmedabad most of whom belonged to the city 
proper. So the climatic condition and its influence 
on the age of menarche was not studied. As most 
of the students belonged to Gujarat, the question 
of race influencing the age of menarche was not 
observed. Hereditary influence and its relation 
with the age of menarche were obtained in this 
analysis which showed that the menstrual period 
in the girls started at an earlier age than their 
mothers. No difference in the commencement of 
the menstruation was noticed in students of dif- 
ferent ranks in the family, although some of the 
students who were the only children of the family 
had complaints about the menstrual periods. 

Students who were brought up in higher 
income groups started the menstrual cycle at an 
earlier age than those who were brought up in 
poor families. This may be due to less nourish- 
ment or less facilities to fight against common 
infectious diseases which were likely to retard their 
normal growth and development. 

No difference in the age of menarche was 
found in the various classes. 

High schools and college girls—There was no 
significant difference noticed in the age of the 
students and their sisters. 


The daily habits of life varied a great deal 
between the students of different classes of income 
and community. These may influence the age of 
menarche. 

Primary dysmenorrhoea does not commence at 
the menarche but starts usually after the age of 18. 

Estimation of the pain symptom is very difficult 
because of the psychological factor and criteria of 
discomfort. The incidence of dysmenorrhoea 
varies with age, occupation and social status, 
family environments and habits and hereditary 
conditions. Mental conditions make the dys- 
menorrhoea worse. Worries of examinations, 
change of occupation or house (hostel life from 
home life), previous illness, infectious diseases, 
etc., temporarily cause painful periods. The most 
fascinating and illuminating factor of the problem 
of dysmenorrhoea is its inseparability from psycho- 
logical factors. The pain of menstruation is often 
less complained of when the same women go to the 
hospital for investigation. 

The onset of dysmenorrhoea is often associated 
with change of work or environment. Primary 
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dysmenorrhoea is almost invariably cured by 
deliveries. Primary dysmenorrhoea is often as 
much dependent on the structural defects in the 
uterus as it is on psychological factors directly or 
indirectly. 
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Indore 


INTRODUCTION 


Infective hepatitis usually runs a benign course. 
There is no specific therapy for this condition. 
Rest and diet are the mainstay in its management. 
The diet should be high in calories with good 
amounts of carbohydrate and protein. 

Numerous drugs have been tried to modify the 
course of the disease and to promote early recovery. 
Crude liver extract was tried by Labby et al (1947) 
with no encouraging results. Campbell and Pruitt 
(1952) found intravenous administration of B,, 
helpful in improving the appetite and in reducing 
the size of the liver in infective hepatitis. Ano- 
rexia is an important symptom of the disease pre- 
venting maintenance of nutrition in such cases. 
Except Campbell’s communication, no other report 
has been published regarding the exclusive use of 
intravenous B,, in infective hepatitis. These 
considerations stimulated us to try B,, in such 
cases and to evaluate its utility, if any. 


MATERIAL AND METHODS 
Twenty-six cases of infective hepatitis admitted 
to M.Y. Hospital, Indore, were selected for study. 
*Read at the 36th All-India Medical Conference, 
December 1959. 


= 
; 
a 
ot 
. 
he 
* 


These cases had no complications. Care was also 
taken that the duration of illness was nearly the 
same. Every alternate case was placed on intra- 
venous B,, therapy, the others serving as control. 
The control group was given bed-rest with bath 
room privileges, and diet of chhanah, dahi, skim- 
med milk, sugarcane juice, glucose water, rice, and 
other items of diet were included as the appetite 
improved. They were also given vitamin B com- 
plex and vitamin C orally and 25 c.c. of 25 per 
cent glucose intravenously daily. The treated group 
was given all the above mentioned treatment and 
109 wg. of B,, in 25 c.c. of 25 per cent glucose 
intravenously. 

The details of the cases were recorded on a pre- 
pared proforma and the patients were closely 


Anorexia size 
No. Name, age (yr.), sex — 
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observed clinically, with special reference to the 
feeling of well-being, appetite, jaundice, size and 
tenderness of the liver, vomiting and examination 
of the colour of urine and stool on alternate days. 
Liver function tests were performed in the begin- 
ing and at the end of three weeks. The cases 
were observed for a minimum period of three 
weeks and the findings were analysed. 


RESULTS 
Table 1 shows the analysis of 13 cases in the 
control group (treated with bed rest and diet) and 
the grades of improvement in symptoms and 
in the liver function tests during the course of 
their stay in the hospital. 
Table 2 shows an analysis of the cases in the 


Jaundice CCF $TT.units 


* 25, M a+ + 3F 
40, M N jp wN 
ie 40, F +++ + 4F 2F 
4 GP. 35, M +++ ++ 4 IPF 
& M + 2F 
8 MD. 2, M +++ + jp yp 
9 BR., 25, M 
1 FM, 3%, M +++ + 2F 
22, M ++ iF 
12 B.V., 17, M +++ 3F IF 
13 RS, 24, M +++ ++ JP JP 


+ 24+ 2u%+ 8 8 3+ 2+ 
<2 2%+ 9 7 3+ 3+ 
++ 3+ Ss — 4+ 
++ + 24+ 1%+ & 6 2+ 3+ 
£ B+ 2+ 5s — 3+ 
2u+ s =— 3+ 2+ 
24+ 3+ 3 — 2+ 3+ 
++ + 34+ 2u%+ 5 5 3+ 
+ + 34+ 2%+ 5 5 3+ 3+ 
+ + 3%+ 3+ 7 5 4+ 3+ 
++ ++ 84+ M+ 6 4 M+ 3+ 


B.T.—Before treatment, A.T.—After treatment. N—Normal. P—Fingerbreadth size. JP—Just palpable. +--Doubtful. 
C.C.F.—Cephalin-cholesterol flocculation test. T.T.—Thymol turbidity test. T.F.—Thymol flocculation test. 


Anorexia 


No. Name, age (yr.), sex 


TasLe 2—SHOWING ANALYSIS OF THe CASES TREATED I.V. Viramtn B,, 


Liver size Jaundice 


T.T. units T.F. 


B.T. AT. At, AT. BE. At. . BT. A.T. 


1 KB. F +++ + i+ 
M +++ + — 2+ 4 3 2+ 
M ++ N 2F — ++ y+ 2% + 5 2 3+ 3+ 
4 MB., M at N 3F 2F ++ + 2% + 2%+ 4 6 2+ 4+ 
8 83., 20 M ++ + 2F 2F 3+ 2%+ — 2+ 
6 M.R., 25 M ++ + 2%+ 24% + 4 5 4+ 3+ 
8 DC, is M +++ N + — 1K + 8 2+ 
9 25 M ++ + 2F iF ++ 2%+ 5 24+ 
10 M.N., 13 M ++ N 2F JP ++ — 4+ 2+ 4 5 2+ 3+ 
11 24 M + ++ — M+ 2% + 5 5 2+ 2% + 
12 MP., 26 M ++ N -_ — 4 -- 
6S R., 29 M +++ N JP WN -- 
B.T.—Before treatment, A.T.—After treatment. N—Normal FP—Fingerbreadth size. —Just palpable. +—Doubtful. 
C.C.F.—Cephalin-cholesterol flocculation test. T.T.—‘*hymol turbidity test. T.F.—Thymol flocculation test. 
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Taste 3—SHOWING IMPROVEMENT IN SyMPTOMS AND Liver FUNCTION TESTS AFTER TREATMENT 
WITH VITAMIN B,, 


Improvement in symptoms 


Icteri 
Anorexia Jaundice Liver size C.C.F. T.F. 


+ ++ + ++ 


Results of liver function tests 


—+ ++ + ++ + $+ 


+ ++ + ++ - + ++ 
ABs 
Control 
Cases 
treated 
with 
vitamin 
Total 26 31% 8. 5 15 6 


ue. change. + + =Slight to moderate improvement. 


+4 =Marked im rovement. CL. Cephalin-cholesterol 


flocculation test. T.T.=Thymol turbidity test. T.F.=Thymol flocculation test. 


treated group (treated with I.V. B,, in addition 
to the routine treatment) and the grades of im- 
provement in the symptoms and in the liver func- 
tion tests. 

Table 3 shows the comparative results in the 
control and treated groups of cases. From the 
table it is clear that B,, remarkably improved the 
appetite in the treated series as compared with the 
control. Best improvement in appetite was seen 
in 7 out of 13 treated cases and in only 1 out 
of 13 control cases. 

Jaundice also decreased faster in the treated 
group, 6 cases showing best results as opposed to 
only 2 in the control. The size of the liver, 
urinary urobilinogen and liver function tests 
(cephalin-cholesterol flocculation test, thymol tur- 
bidity test, and thymol flocculation test), however, 
do not show any appreciable difference. 


DISCUSSION 


Disturbances of B,, metabolism are known to 
occur in liver diseases. Animal experiments have 
shown that liver B,, is low in liver diseases. This 
is either due to dereased deposition of B,, or its 
increased excretion from the liver. Impairment 
of uptake of B,, by liver was noted in 2 out of 
9 cases of infective hepatitis and complete loss of 
uptake in one case which reverted to normal 
after improvement of the liver function. There 
are many reports in the literature (Class et al, 
1958 ; Sarin and Kaushic, 1957) which suggest 
that B,, has a direct influence on the recovery 
process. It has been found that B,, has signifi- 
cant lipotrophie activity in rats which are main- 
tained on low protein and low fat diet (Class 
et al, 1958; Sarin and Kaushic, 1957). Camp- 
bell and Pruitt (1952) from their study of effect of 


jatravenous B,, in infective hepatitis demonstrat- 
ed that it brought about rapid return of appetite 
and of liver size to normal ; the serum bilirubin 
returned to normal earlier (i.e., in 10 weeks as 
compared to 18 weeks in the control) ; and the 
mean duration of illness was also reduced (i.e., 
48 days as compared to 54 days in the control). 

Observations in the present series confirm the 
findings of the above workers. Anorexia, which 
is the most important and distressing symptom, 
is the one which is most favourably influenced by 
intravenous B,, (Table 2). Thus the earlier re- 
turn of appetite and the improved liking for food 
increase nourishment and thus secondarily 
enhance recovery. The jaundice also decreases 
faster in the trial cases (Table 3). 

The earlier return of the size of the liver to 
normal as shown by Campbell and Pruitt (1952) 
is not borne out in our series. 

The mean total duration of illness in our cases 
is 45°8 days in the control and only 34'8 days in 
the treated group. This points to the duration 
of illness being reduced and thus the recovery is 
hastened. 

Liver function tests, however show practically 
no change in either group of our cases. It is diffi- 
cult to explain this disparity between remarkable 
improvement in subjective symptoms and no 
change in the liver function tests. 

For introduction of any drug in the therapy of 
infective hepatitis, the preparation should have 
one of the two pre-requisities. It should amelio- 
rate effects of the disease procss or improve the 
patient’s sense of well-being, so that the process 
of recovery is secondarily stimulated. B,, intra- 
venously administered certainly satisfies the 
latter criterion and thus it is a useful adjunct to 
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the non-specific routine therapy of infective 
hepatitis. 
SUMMARY AND CONCLUSION 

Twenty-six cases of infective hepatitis were 
studied, out of which 13 formed the control and 
13 were treated with intravenous B,,. Anorexia 
and jaundice responded favourably to this 
therapy. However, the liver function tests re- 
mained unmodified. 

The value of intravenous administration of B,, 
in the therapy of infective hepatitis is definite with 
regard to improvement in appetite and to some 
extent of jaundice and in secondarily enhancing 
recovery and in reducing the period of illness. 
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TETANUS FOLLOWING INTRAMUSCULAR 
INJECTION 


J]. C. PATEL, s.sc., M.D., PH.D., M-R.CP. 
Honorary Physician 
M. K. DHIRAWANT, 
Honorary Assistant Physician 
B. C. MEHTA, mass. 
AND 
K. K. AGARWAL, 
Late House Physician 
Tetanus Ward, King Edward Memorial Hospital 
Bombay 
It is unfortunate that parenteral therapy has 
sometimes been associated with certain complica- 
tions. Some of these are inherent with the use of 


particular drugs, and some are due to lack of pro- 
per precautions. Necrosis of tissues is an example 


TETANUS FOLLOWING I.M. INJECTION—PATEL ET AL 


of the former and secondary infection of the 
latter. Parenteral therapy has now becom: so 
popular that even medical auxiliary personnel (e.g. 
dispensers, pharmacists, R.M.P.’s, etc.) who do 
not possess a proper concept of potential dangers 
involved often resort to this form of therapy. The 
patients usually escape any serious complication. 
Often the complications are too trivial to be 
worried about. But the risk is not insigni- 
ficant because the deadly disease, tetanus, 
may develop after an injection. Tetanus may 
develop after an injection for the most trivial com- 
plaint for which the injection was perhaps unneces- 
sary, and oral therapy could have been as good. 
During a period of 4 years between November 
1954 and October 1958, 2007 cases of tetanus were 
admitted in the King Edward Memorial Hospital, 
Bombay, out of which 32 cases of tetanus follow- 
ed one or the other injection. Thus 1°504 per cent 
of all cases of tetanus admitted to the hospital were 
due to injection. The only available history of in- 
jury in these cases was that they had received one 
or more intramuscular injections. ‘Tetanus follow- 
ing injection was usually severe (Table 1), as 
will be evident from the grading previously des- 
cribed by Patel and Joag (1959). The high mor- 
tality rate of the cases is evident from Table 2. 


Taste 1—SHOWING INCIDENCE OF TETANUS ACCORDING 
TO GRADES 


Tetanus following 


Tetanus in general 
injection 


Grades 
No. of Incidence No. of Incidence 


Ill 407 20-23 4 12°50 
IV 645 32°14 10 31°25 
Vv 480 23°97 18 56°25 


Taste 2—SHowinc Hich Morrauity Rate rrom Teranus 
ACCORDING TO GRADES 
Tetanus in general Tetanus following 
injection 


Re- 
Died Morta- Died Morta- 
covered of tity of tity 


No. of %, No. of ences % 
cases cases 
247 17 6-4 om 
It 300 107 26°3 i 3 75 
IV 282 363 56-3 1 4 90 
Vv 81°5 3 15 83-3 
Total 1129 878 43-7 5 27 84-4 


he 
: cases % cases % 
I 211 10-51 0 0 
; II 264 13-15 0 0 
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TABLE 3—SHOWING THE ANALYSIS OF CASES OF TETANUS IN 
RELATION TO DivreRENT DruGs INjecteD 


Drugs injected No. of cases 
Butarin 2 
Ossadrine 1 
Quinine & irgapyrin 1 
Vitamin B-complex 2 
Liver extract 1 
Emetine 
Quinine 
Unknown 7 


Information regarding the nature of injection 
was obtained from the general practitioners giv- 
ing the injection, and is given in Table 3. In 
seven patients this information could not be 
obtained. In most cases only one injection was 
given, in six cases 2 or more injections were given 
in a general hospital in Bombay city. 


Special care was taken to obtain a detailed 
history and a thorough clinical examination was 
carried out to exclude the possibility of any other 
source of infection and to make sure that entry 
of infection was through the site of the injection. 


CASES AND ‘TREATMENT 


Out of 32 cases who developed tetanus after 
intramuscular injections, 27 ended fatally. One 
patient died on the seventh day. She suddenly 
developed pain in the precordium, had nausea and 
profuse sweating, and expired within 15 minutes. 
Her blood pressure was 90/60 mm. Hg. (The pre- 
vious record of her blood pressure was not 
available). The cause of death was probably 
myocardial infarction or pulmonary embolism. 
Autopsy was not done. Even if this case is 
excluded from the fatal cases, the mortality rate 
of the series is quite high (81°25 per cent). It will 
be evident from Table 2 that the mortality rate of 
the whole series (2007 cases) is 43°7 per cent and 
that following injection is nearly double this 
figure. 

It will also be observed from Table 1 that 
cases of tetanus developing after injections are 
more severe; generalised severe spasms and 
laryngeal spasms are more frequent and less 
amenable to sedative drugs even in very large 


doses. Tracheostomy had to be performed in 
three cases—2 of these died due to central ‘es- 
piratory failure, and the third developed pulmo- 
nary oedema and died. Although the results of 
tracheostomy in this series did not differ from 
that in general tetanus, the results were equally 
unfavourable. 


Cortisone is generally beneficial in tetanus, but 
it did not yield as good results in these patients. 
In the general series we have noticed marked 
improvement following steroid therapy. Never- 
theless, as a majority of cases developing tetanus 
after injection was severe, cortisone was given to 
most of them. All the cases that recovered had 
cortisone therapy and those few cases that did not 
receive cortisone ended fatally. The general 
treatment of tetanus was the same in both the 


groups. 


DiscussION 


The introduction of tetanus organisms in the 
tissues and a suitable anaerobic environment for 
their growth are the two basic conditions that 
must be fulfilled for tetanus to develop. Both of 
these conditions occur when an irritant drug is 
injected intramuscularly without proper aseptic 
precautions. The source of tetanus bacilli gain- 
ing entry into the tissues is intriguing. It could 
be any one of the several possibilities : 


(a) The skin of the patient may be harbouring 
spores or organisms which are carried along the 
needle track. It is virtually impossible to steri- 
lise the skin completely before an intramuscular 
injection. (b) The frequency with which a gene- 
tal practitioner administers intramuscular injec- 
tions gradually leads him to carelessness in taking 
adequate precautions. (c) Autoclaving of the 
syringe is mecessary to eradicate spores of Cl. 
tetani, but this is hardly a practical proposition 
for a busy general practitioner. Needles or 
syringes can be a fruitful source of tetanus. 
Cotton swabs used to clean the skin can also leave 
behind some organisms or. spores which can be 
catried into the body by the needle prick that fol- 
lows. (d) There is a possibility, though remote, 
that the drug in the ampoule may itself be the 
source of infection. As tetanus develops sometime 
after the injection, the possibility of investigating 
the source of infection by bacteriological study is 
practically impossible. Such investigations could 
have provided very enlightening information, and 
could have been used to prevent this unfortunate 
complication. 

No matter how the infection is introduced, 
there is no doubt that the growth of the organisms 
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in the tissues is facilitated by the necrosis caused 
by the drugs. It is well-known that injections of 
drugs like quinine and emetine have produced 
tetanus. Careful review of the literature shows 
that no other drug has been incriminated. The 
drugs employed for injection in our series (Table 
3) are known to be tissue irritants, with the excep- 
tion of vitamin B-complex. Irgapyrin, butarin, 
ossadrine, quinine and emetine are known to cause 
necrosis of the tissue at the site of injection. But, 
till now, no case of tetanus following injections of 
irgapyrin, butarin and ossadrine has been report- 
ed. The necrosed tissue lying deep in the gluteal 
region provides ideal anaerobic surroundings for 
the growth of Cl. tetani. It provides an ideal 
medium, somewhat akin to Robertson’s cooked 
meat. In the series of of 32 cases, 13 showed 
definite induration at the site of injection. In 5 
there was frank abscess which required free inci- 
sion and yielded thick, brown, foul smelling fiuid. 
Prevention of this complication rests entirely 
with the general practitioners. Tetanus after an 
injection should be regarded as an index of care- 
lessness. Injections should not be administered 
without proper and thorough aseptic precautions, 
specially when the drug is known to be highly 
irritant. As far as possible, injection of highly 
irritant drugs should be avoided, and wherever 
possible, oral therapy should be subsituted. We 
would also emphasise the need for using tincture 
iodine for sterilising the skin, instead of spirit. 


SUMMARY 


Thirty-two cases of tetanus following intramus- 
cular injections are presented. They comprise 1°594 
per cent of total cases admitted for tetanus. 

The relative frequency caused by drugs inject- 
ed is described. It is noteworthy that injection 
of irritant drugs was found to be the incriminating 
cause. 

Sources of infection are discussed. 


Tetanus following injection tends to be miore 
severe and mortality is almost double (84°4 per cent) 
than that in the general series (43°7 per cent). 

The role of tracheostomy and steroid therapy is 
discussed. 
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FALLACIES IN THE DIAGNOSIS OF 
BUNE TUMOURS* 
PRAFULLA B. DESAI, Ms., F.cP.s. 
Surgical Registrar, Department of Surgery 
Tata Memorial Hospital, Parel, Bombay 


The purpose of this short paper is to convey the 
lessons learnt form the mistakes committed in the 
diagnosis of some of the bone tumours. Detach- 
ment and dogmatism have never paid dividends in 
clinical medicine or surgery ; and least of all in a 
vast subject like tumours of the bone. In a field 
where a mistake may mean the loss of a limb or 
the waste of valuable time in the eradication of a 
malignant tumour of the bone, it is essential that 
the efforts of the clinician, the radiologist and the 
pathologist be co-ordinated and integrated. To 
arrive at a definite diagnosis a well planned and 
systematic approach is essential. 

There are two types of fallacies that hamper the 
correct diagnosis of a tumour of the bone, viz., the 
fallacy of (1) under-estimating, and (2) over-esti- 
mating the nature of the tumour. The terms are 
self-explanatory and both types are equally dan- 
gerous. In the former a much more serious lesion 
such as an osteogenic sarcoma, Ewing's tumour or 
a chondrosarcoma requiring urgent therapy is 
often mistaken for a seemingly innocuous case of 
osteomyelitis and the serious lesion is permitted to 
progress rapidly under so-called ‘antibiotic cover’. 
Each day, each week that is lost reduces the 
chances of a cure. On the other hand, the dangers 
of over-estimating the gravity of the lesion are 
equally bad or probably even worse, as they often 
lead to unneceessary sacrifice of useful limbs. 

In an institution devoted to the study and 
management of neoplastic diseases one can hardly 
afford to neglect the relatively rare tumours 
which have, of late, been recognised as definite 
clinical entities. This fact assumes significance 
when one realises that these are precisely the cases 
where mistakes are likely to be made and the limb 
unnecessarily sacrificed. The relative rarity of 
neoplasms like the benign chondroblastoma, 
benign osteoblastoma and chondromyxoid fibroma 
should not lull one into a complacent disregard for 
them, because anyone dealing with tumours of the 
bone must be prepared to interpret and thanage 
any lesion he encounters. One cannot ignore even 
the more complicated ramifications of a useful 
classification, because he cannot expect to diagnose 
and treat correctly a tumour with which he is 
unfamiliar. It has truly been said that only out 
of sound theory does successful practice emefge. 


* Read at a meeting of the Indian Medical Association, 
Bombay branch, February 1960. 
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The surest way to meet such fallacies is to have 
a positive histological diagnosis before a definite 
line of treatment is planned. A pathologist who 
intelligently reviews the clinical history, the 
roentgenographic fidnings and the histology of 
the tumour is of the greatest help for correct 
assessment and evaluation of a case. It should be 
the rule to have a positive proof, and the histologi- 
cal diagnosis is the ‘final court of appeal’, so to 
say. For, a lesion of myositis ossificans at the 
height of its activity may appear ominous enough 
cytologically to suggest osteogenic sarcoma but 
only in the absence of the history and the location 
of the mass outside the contiguous bone. One can- 
not always insist on a biopsy for palliative irra- 
diation of an advanced case in an inaccessible site. 

It has been said that too much emphasis has 
been placed on roentgen diagnosis of bone tumours. 
But it should be realised that there are no fixed 
formulae for the roentgen diagnosis of these 
tumours, and most of the allegedly pathognomonic 
signs, which sometimes prove helpful, are often 
fallacious. One need only view the Figs. (vide 
Plate) with care to realise that the so-called ‘sun- 
ray’ and the ‘onion-peel’ effects and the ‘soap- 
bubble’ appearance cannot be said to be typical of 
osteogenic sarcoma, Ewing’s or giant cell tumour 
respectively. 

Far from underestimating the value of x-ray 
examinations in the diagnosis of bone tumours, 
this communication emphasises that dogmatism is 
not conducive to progress. X-ray examinations 
often supply practically conclusive evidence of the 
malignant or benign nature of bony lesions. The 
roentgenogram may be considered part of the gross 
pathologic picture, delimiting the part of the bone 
affected and in a large measure, the extent of the 
disease. The pathologist responsible for the 
diagnosis of osseous lesions handicaps himself 
immeasurably if he ignores their roentgenographic 
features. Such features provide a useful guide for 
diagnosis of the proper site of the biopsy. 

A few words on the technique and the 
advantages and disadvantages of a biopsy, would 
not be out of place. For the patient, it is indispen- 
sable and for the physician it is not merely a 
scientific curiosity, but an obligation. It is impera- 
tive that biopsy be carried out with precision as on 
it rests the final therapeutic attack. Two methods 
are in common use: (1) The needle biopsy (aspira- 
tion biopsy) and (2) the formal biopsy. The 
needle biopsy is very quick, and can be performed 
in the consulting room or in the outpatients 
department. In large clinic populations with few 
hospital beds it has become a necessity. But it 
would be most unwise to depend on an equivocal 
pathological diagnosis obtained by needle aspira- 
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tion. It is true that in advanced tumours which 
are soft and diffluent, involving the soft tissues, 
needle biopsy will give fairly accurate results. But 
in early cases tumours which have failed to 
involve the cortex and in cystic lesions of the bone, 
needle biopsy is hopelessly inadequate. 

The word ‘aspiration’ biopsy often wrongly 
conveys the impression that only a smear on a slide 
is made. Far from this, a properly performed 
‘aspiration’ biopsy almost always yields a plug of 
tissue, which is as good as a formal biopsy speci- 
men, and from which a paraffin section could be 
prepared. With 15 years’ experience at the Tata 
Memorial Hospital we have never seen any harm 
result from an aspiration biopsy. Lichenstein 
(1959) speaks thus of needle biopsy : ‘‘It is like rid- 
ing a bicycle with both the hands tied behind ; it 
is a good trick so long as you get away with it, but 
if you hit an obstacle, you are apt to fly over the 
handlebars and break your neck.’’ 

A ‘formal’ biopsy (‘open’ biopsy or ‘incisional’ 
biopsy), on the other hand, entails a surgical opera- 
tion in itself. This is not entirely immune from 
all risks even for experts. However, in a carefully 
executed open biopsy the risks are negligible. 
The main arguments against open biopsy are 
(1) imcreased chances of dissemination, (2) funga- 
tion of tumour mass through the operation wound 
and (3) uncontrollable haemorrhage from vascular 
tumours. To safeguard against these the following 
precautions are taken : 

(1) A small incision, as far as is permissible, 
(2) perfect haemostasis and gentle handling, and 
(3) proper suturing of the tumour capsule, if any, 
and the connective tissue capsule and the layers of 
the wound, e.g., deep fascia in the thigh. 

The use of cautery (mild enough to spare the 
biopsy specimen) and the proximal tying of a 
tourniquet have often been in use to prevent 
chances of dissemination. We feel, that with due 
precaution, the dangers from an open biopsy are 
more theoretical than practical. Open biopsies 
should be performed with great precision and pre- 
caution, lest the theoretical dangers far outweigh 
the advantages. 


CONCLUSION 


As a basis for diagnosis one must think in terms 
of the actual pathological lesion present. Any 
attempt to operate without considering the patho- 
logical condition is fraught with danger. Roent- 
genographic interpretation has its inherent limita- 
tions. A radiologist or a surgeon may not have 
the good fortune, to encounter a bona-fide osteoid 
osteoma in his personal experience and so such a 
lesion is liable to be missed. The basic principle 
should be to verify roentgen diagnosis of skele- 
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Fig. 1A—Showing x-ray picture Fig. 1B—Showing marked Fig. 2B—Showing typical x-ray picture of 
typical of Ewing’s tumour of the improvement in the Ewing's osteogenic sarcoma ( see also Fig 2A ). Note 
forearm tumour ( Fig. 1A ) after anti- ‘sun-ray’ effect and new bone formation 
biotic therapy 


3—Showing x-ray picture of swelling in the left Fig. 4—Showing x-ray picture of the knee region, 
upper thigh, revealing rarefying osteitis revealing rarefying osteitis 


Desai—Fallacies in the Diagnosis of Bone Tumours ( p. 507 ) 
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Fig. 5—Showing x-ray picture which was initially Fig. 6—Showing classical x-ray picture of chondro- 
wrongly diagnosed as osteofibroma sarcoma, with spotty calcification and a soft tissue mass 


Fig. 7—Showing x-ray picture of a lesion Fig. 8—Showing classical x-ray picture of adamantinoma of the 
having mixed characters of Ewing's tumour mandible 
(‘onion-peel’ effect) and osteogenic sarcoma 

( ‘sun-ray’ effect ) 


Desai—Fallacies in the Diagnosis of Bone Tumours ( p. 507 ) 
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tal lesions by tissue examination before one pro- 
ceeds with definite treatment whatever it may be. 


Case NOTES 


Case 1—A girl, aged 9, came with a swelling of the 
forearm, with pain and fever of 2 months’ duration. 
X-ray picture (Fig. 1A, vide Plate) is typical of Ewing's 
tumour. Repeated biopsies showed only inflammatory 
tissue. A marked improvement was noted after antibiotic 
therapy (Fig. 1B, vide Plate). The patient is alive and 
well 12 years later. 

Case 2—A male, aged 23, came with a swelling in 
the upper part of the right leg for 6 months (Fig. 2A). 
The x-ray (Fig. 
2B, vide Plate) 
was typical of 
osteogenic sar- 
coma, showing 
‘sun ray’ efiect 
and new bone 
formation. 
Biopsy failed 
to reveal any 
evidence of 
malignancy. In- 
flammatory le- 
sion was pre- 
sent. Treated 
with antibio- 
tics. The pa- 
tient is alive 
and well 11 
years later. 

Case 3—Male, 
aged 29, came 

Fic. 2A—SHOWING Typica, Ostsocentc with pain and 

SARCOMA IN THE Uprer PART OF THE swe'ling in the 

Ricst Lac left upper 

thigh for 3 months. Radiography (Fig. 3, vide Plate) 

revealed rarefying osteitis and chronic inflammatory 

lesion. Biopsy showed chondrosarcoma. Hemipelvectomy 
was performed. 

Case 4—A male, aged 26, came with persistent ache in 
the knee region. Radiography (Fig. 4, vide Plate) showed a 
rarefying osteitis and chronic inflammatory lesion. 
Biopsy showed malignant giant cell tumour. Disarticula- 
tion at the hip was performed. The patient is alive and 
well 4 years later. 

Case 5—Boy, aged 15, misdiagnosed initially as osteo- 
fibroma (Fig. 5, vide Plate) roentgenologically and fibrous 
dysplasia pathologically. Repeat biopsy 9 months later 
revealed parosteal osteogenic sarcoma. Disarticulation of 
the hip was performed. 

Case 6--This was a classical picture of chondrosar- 
coma (Fig. 6, vide Plate) with spotty calcification and a 
soft tissue mass. Biopsy showed osteogenic sarcoma. 

Case 7—This case showed a lesion having mixed 
characters of Ewing’s tumour (‘onion-peel’ effect) and 
osteogenic sarcoma (‘sun-ray’ effect) (Fig. 7, vide Plate). 
The final histological diagnosis was chondrosarcoma. 

Case 8—This was a classical picture of an adamanti- 
noma of the mandible (Fig. 8, vide Plate). Mandibulec- 
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tomy was performed. Final histological diagnosis was 
metastatic carcinoma of the thyroid. Very careful exami- 
nation revealed a tiny nodule in the thyroid, whose re- 
moval was refused by the patient. The presenting 
symptom in this case was swelling of the jaw. 
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DIFFICULTIES AND DRAWBACKS 


S. P. DE, F.A.A.A.8C. 
Calcutta 


Penicillin introduced in 1942 has been followed 
by the discovery of more than eighteen allied 
products, all of which are currently used and are 
known as antibiotics. Chemotherapy in bacterial 
infections had already been made possible with the 
introduction of the sulpha drugs. But antibiotics 
which are considered safer for administration have 
enabled us to control a larger field. In course of 
these years of therapy with antibiotics it has been 
revealed that what we thought had solved the 
problem of bacterial infection has rather created 
new ones instead. Newer knowledge and wider 
experience have focussed our attention to the diffi- 
culties and drawbacks of antibiotics and warnings 
have been issued against the indiscriminate use of 
antibiotics and advice has been given as to what 
has to be done in case such hazards are confronted. 


HAZARDS OF ANTIBIOTIC THERAPY 


The hazards of antibiotic therapy may be sum- 
marised as follows: (1) emergence of bacterial re- 
sistance to the antibiotics ; (2) untoward gastro- 
intestinal reactions; (3) development of blood 
dyscrasias ; (4) untoward neurological reactions ; 
(5) renal injury ; and (6) allergic manifestations. 

1. Emergence of bacterial resistance—Bacte- 
rial resistance against penicillin has naturally deve- 
loped to a greater extent since this antibiotic was 
the first to be introduced, most widely administered 
and unfortunately in many cases indiscriminately 
used to treat many types of infections. The emer- 
gence of resistance has been particularly observed 
with staphylecocci (aureus and albus) and marked 
particularly in hospitals and closed communities. 
60 to 80 per cent of such flora have been reported 
to have developed resistance to penicillin. 

As a result of wide use of streptomycin 
and dihydrostreptomycin, resistant strains have 
emerged not only among M. tuberculosis and some 
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gram-negative bacilli but also among some strains 
of Staph. aureus and S. faecalis for the treatment 
of which these antibiotics have been prescribed. 

The broad-spectrum antibiotics, chlorampheni- 
col and the tetracyclines, which have mainly 


‘been used to control pathogenic intestinal micro- 


organisms as well as penicillin-resistant strepto- 
cocci and staphylococci, also bring about resist- 
ance. But the degree of refractoriness in these 
cases is not of the quality as has been observ- 
ed with the other two antibiotics. It is also re- 
ported that resistance develops more slowly with 
the broad-spectrum antibiotics. However, micro- 
organisms which show resistance to one of the 
tetracyclines invariably manifest cross-resistance 
with the different cogeners. The tetracycline-re- 
sistant gram-negative organisms show significant 
cross-resistance to chloramphenicol—however it is 
not so with the gram-positive flora. It is also 
gratifying to note that development of resistance 
in S. typhi and the rickettsias against chloram- 
phenicol is rarely seen in clinical practice. 


Erythromycin has almost the same spectrum of 
activity as penicillin, specially as far as the gram- 
positive group of organisms is concerned. It is 
equally effective against both penicillin-sensitive 
as well as penicillin-resistant strains of staphy- 
lococci and is also active against some of the gram- 
negative bacteria which have developed resistance 
to streptomycin. Bacterial resistance develops as 
a result of the clinical use of the antibiotic 
and this is particularly observed among Staph. 
aureus against which it is frequently employed. 
There is however no cross-resistance between 
erythromycin and the other antibiotics. 


Neomycin has been advocated for use for its 
antibacterial action on the intestinal flora as well as 
for topical application in skin infections. It has 
mainly replaced the tetracyclines which often cause 
unfavourable gastro-intestinal symptoms. Although 
bacterial resistance to the drug can be produced 
in vitro, in clinical practice the emergence of re- 
sistance strains has not so far been observed. 

Bacitracin, polymyxin B, oleandomycin, novo- 
biocin, vancomycin, ristocetin and kanamycin were 
discovered principally to control the penicillin- 
resistant staphylococci and micro-organisms render- 
ed resistant to other antibiotics. The newer anti- 
biotics are generally effective against the gram-posi- 
tive organisms, though some have restricted acti- 
vity also on some gram-negative bacteria such as 
the haemophilus and the clostridium. Almost all 
are active against staphylococci and streptococci 
otherwise resistant to penicillin, streptomycin, 
chloramphenicol or the tetracyclines. Strains have 
developed resistance, although less frequently, 


against these antibiotics during therapy, and cross- 
resistance has rarely been observed. Vancomycin, 
ristocetin and kanamycin, not yet introduced here, 
should be tried when organisms prove refractory to 
other antibiotics. Kanamycin has a wider spec- 
trum and no cross-resistance to kanamycin with 
any other antibiotics has been reported. 


The problem of emergence of strains resistant 
to antibiotics has not been seriously considered in 
this country. Perhaps it has also not attained such 
dimensions as in the western countries. However, 
in urban areas such strains are being encountered 
and they may in the near future pose a problem 
for the practising doctor. Unless screening tests 
are done as a matter of routine, especially in 
hospitals, the detection of resistant strains would 
be left to chance and much valuable time might be 
lost to switch over to the desirable antibiotic in 
cases where the mere time factor might save a life. 


2. Untoward  gastro-intestinal symptoms— 
Almost all the orally administered antibiotics tend 
to cause gastro-intestinal symptoms with massive 
doses or when continued for a long period. 


Chloramphenicol and the tetracyclines may 
cause nausea, vomiting and epigastric distress. 
With some patients angular stomatitis, atrophic 
and hypertrophic glossitis, black hairy tongue or 
sore throat may be observed. Besides these, more 
serious symptoms may be encountered, such as 
flatulence, large bulky stools or even diarrhoea. 
These symptoms are due to effective suppression 
of the normal intestinal flora. Whea however 
superinfection by other organisms, e.g., yeasts, 
monilia or enterococci takes place, severe gastro- 
enteritis may result, ahd with staphylococcal 
invasion the patient may suffer from fulminating 
toxic enterocolitis which has in many cases ended 
fatally. Erythromycin, neomycin, oleandomycin, 
novobiocin and kanamycin, which are orally 
administered, have also been reported to have 
caused mild gastro-intestinal symptoms specially 
with large dosage over long periods. Mild oeso- 
phagitis may develop during oleandomycin therapy. 


3. Blood dyscrasias—Penicillin has never been 
reported to cause haematopoietic disturbances. 
With streptomycin a few cases have been recorded 
where granulocytopenia or aplastic anaemia had 
developed. Major blood dyscrasias have been 
more commonly associated with chloramphenicol. 
Bone-marrow injury is the major toxic effect and 
thrombocytopenia, granulocytopenia and aplastic 
anaemia cases are commoner with chloramphenicol 
than with any other antibiotic. The injury in 
some cases is irreversible. Fortunately the other 
broad-spectrum antibiotics, the tetracyclines, do 
not cause such haematopoietic disturbances. Of 
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the newer antibiotics tyrothricin and its two prin- 
cipal constituents, gramicidin and tyrocidine are 
potent haemolytic agents and should never be given 
by a route enabling the antibiotic to come in con- 
tact with blood vessels. With novobiocin therapy, 
a yellow discoloration of the plasma might be 
noticed. This is perhaps due to a metabolic product 
of the drug. 

Ristocetin has sometimes been reported to have 
caused leucopenia, neutropenia, thrombocytopenia 
or eosinophilia, either alone or in combination. 
Mild eosinophilia has also been reported with some 
patients undergoing treatment with kanamycin. 

4. Neurological disturbances—Streptomycin 
and dihydrostreptomycin are neurotoxic anti- 
biotics. Their main danger in prolonged therapy 
is damage to the vestibular or the eighth cranial 
nerve, resulting in labyrinthine and vestibular 
disturbances or at times in auditory impairment. 
Such disturbances have been detected among 60-70 
per cent of patients who have been given 2 g. daily 
of the antibiotic over prolonged periods (60-120 
days). With lesser doses a smaller percentage of 
patients is involved. The initial symptoms may 
be moderately intense headache, followed by 
nausea, vomiting and equilibratory difficulty. 

Vithin a few days this may lead to vertigo on 
standing and a feeling of difficulty in sitting and 
standing without visual clues. With some patients 
focussing of eyes and reading may be difficult and 
there may be nystagmus. The Romberg test is 
positive, and if the condition further deteriorates, 
the patient may develop ataxia. If the eighth 
cranial nerve is involved there may be disturbances 
of hearing. High-pitched tinnitus is often the first 
symptom to forecast the impending trouble, and 
loss of hearing follows this prodromal stage. 
Labyrinthine disorders are however more com- 
monly seen than the eighth cranial nerve damage. 
Dihydrostreptomycin also causes vestibular and 
auditory damage, but such disturbances are usually 
more frequent, more severe and earlier in onset 
with streptomycin than with dihydrostreptomycin. 
The latter antibiotic is less toxic to the vestibular 
mechanism and more toxic to the auditory system. 

Large doses of polymyxin B may cause inco- 
ordination of movements, ataxia, dysarthria and 
dyssynergia. Such doses given parenterally can 
cause paraesthesia, hyperaesthesia of the extremi- 
ties and face, or weakness and slight vertigo. 


Neomycin has been reported to cause occasional 
damage to the eighth cranial nerve followed by 
auditory disturbances. Tinnitus and a peculiar 
feeling in the sensation of taste may sometimes be 
noticed among patients treated with bacitracin. 


Decreased auditory acuitv has also been observed 
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at times with patients undergoing treatment with 
very high doses of vancomycin and kanamycin. 

5. Renal injury—Some antibiotics are nephro- 
toxic, but, fortunately none of the major anti- 
biotics—penicillin, streptomycin, dihydrostrepto- 
mycin, chloramphenicol or the tetracyclines. 

Bacitracin, systemically administered may cause 
tubular damage to the kidneys. With polymyxin 
B and neomycin, if the total parenteral dose 
exceeds the usual therapeutic dose level, both 
tubular and glomerular damage to the kidneys may 
take place and urine may show albumin, R.B.C., 
leucocytes, and occasionally granular casts. 

Kanamycin may also produce cylindruria, 
occasional albuminuria and even sudden oliguria. 

In all cases with previous history of renal 
damage, antibiotics like streptomycin and dihydro- 
streptomycin should be given very carefully, and 
urine should be examined regularly to detect 
sudden deterioration of the condition. 

6. Allergic manifestations—Almost all anti- 
biotics are potential sensitising agents. Even peni- 
cillin, considered one of the safest, has been 
responsible for various allergic reactions. Drug 
fever associated with chill, rigor and rise of body 
temperature may follow injections of penicillin, 
streptomycin, dihydrostreptomycin, chlorampheni- 
col or the tetracyclines. Other manifestations fol- 
lowing parenteral or oral therapy include skin re- 
actions which may be diffuse, papular, urticarial, 
erythematous or exfoliative. There may at times 
be swelling of joints and myalgia ; in some cases 
angioneurotic oedema, periarteritis nodosa or even 


_ asthma-like symptoms. In all cases there may be 


associated increase of eosinophils. Contact derma- 
titis may occur from topical application, ¢.g., oint- 
ments, dental cones, ear drops, etc. and has been 
noticed among those who frequently handle these 
drugs. In case of hypersensitivity to tetracyclines 
cross-sensitisation between cogeners has been 
observed. 

Erythromycin, polymyxin B, neomycin, baci- 
tracin and oleandomycin rarely cause allergic re- 
actions. Maculopapular eruptions may sometimes 
appear with ristocetin. Novobiocin may bring 
about general morbilliform eruptions or diffuse 
scarlatiniform erythema involving the trunk, face 
and extremities. Vancomycin may also cause 
drug fever, urticarial eruptions or macular rashes. 
Skin rashes of the maculopapular type occur at 
times during treatment with kanamycin. Penicil- 
lin, specially procaine penicillin, may precipitate 
severe allergic reactions, and symptoms of shock 
associated with vasomotor failure, respiratory dis- 
tress or dyspnoea which may ultimately end in 
death. Both penicillin and procaine have been 
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held responsible. Sometimes Herxheimer-like 
teaction may occur when syphilitic patients 
are treated with penicillin. The reaction usually 
occurs after the first injection and not after 
the subsequent ones. It is usually characterised by 
chill, rise of temperature to 103°-104°F, general 
malaise and muscular aching. In the chronic 
syphilitic these may be followed by severe reactions 
occurring at the site of lesions, such as sudden 
rupture or closure of arteries, resulting in haem- 
morhage from aneurysms, cerebral haemmorhage 
or thrombosis, etc. In pregnant syphilitic women, 
uterine cramps, haemorrhage or abortion may take 
place. In other cases optical damage or psycho- 
logical symptoms, such as mild mental confusion, 
mania, hallucinations, have been reported. Severe 
allergic reactions and anaphylactic shock, fortun- 
ately extremely rare, usually end fatally. 


Accidental introduction of oily repository peni- 
cillin in the vein may cause severe and even fatal 
reaction due to pulmonary lipid embolism. 


PREVENTION AND ‘TREATMENT 


1. Emergence of resistant strains—Indiscrimi- 
nate use of antibiotics and administration of sub- 
therapeutic doses for prolonged periods have been 
considered factors which help the development of 
resistance. Antibiotics should, therefore, be 
chosen after proper assessment of the nature of 
the infection and possibly after identification of 
the flora. This can be done by a preliminary 
screening test. If the antibiotic indicated can be 
ascertained, proper therapeutic doses should be 
given without hesitation. With proper therapeu- 
tic doses there should be no risk. 

Alternately, the usual practice today is com- 
bined therapy. The combination may be between 
antibiotics or between chemical agents and anti- 
biotics. Antibiotics should be so chosen as to 
yield synergistic effect, mere additive action does 
not help. In severe staphyloccocal infections, 
penicillin may be combined with other antibiotics 
known to act on the particular organism. A scheme 
for combining penicillin with other antibiotics has 
been presented. The antibiotics are divided into 
two major groups: 

Group I—Penicillin, streptomycin, bacitracin 
and neomycin. 

Group IIl—Tetracyclines and chloramphenicol. 


Combinations of drugs from group I are 
frequently synergistic with each other and never 
antagonistic. Those from group II are usually 
additive, never synergistic or antagonistic. Com- 
binations of antibiotics from both groups behave 
differently according to circumstances. If the 


organism is highly susceptible to group I drugs, 
antagonism may result. If it is highly resistant 
to group I drugs, synergism may result. 

When penicillin-resistant staphylococci are 
encountered during practice, some of the newer 
antibiotics, e.g., tyrothricin, erythromycin, risto- 
cetin or kanamycin may be tried. Unfortunately 
some of them are not available at present in this 
country. They should be made available. Some- 
times combinations of antibiotics with sulpha drugs 
can also effectively control penicillin-resistant 
staphylococci and streptococci. 

Development of resistance to streptomycin and 
dihydrostreptomycin during treatment of tubercu- 
losis can be prevented by combining the antibiotic 
with PAS, or INH. According to Japanese 
workers, kanamycin with PAS has a therapeutic 
effect almost equivalent to that of streptomycin and 
PAS. Besides, this antibiotic has also been 
found to be effective in the treatment of patients 
with M. tuberculosis resistant to streptomycin, 
INH and PAS. Resistance to kanamycin deve- 
lops more slowly than with streptomycin. Simi- 
larly, in the treatment of intestinal diseases tetra- 
cyclines or chloramphenicol or any of the newer 
antibiotics should be combined with such drugs as 
succinylsulphathiazole to minimise chances of 
development of resistance. 

2. Untoward gastro-intestinal symptoms—For- 
tunately during the initial stages, in the majority of 
cases withdrawal of the antibiotic relieves the 
patient. When such symptoms are due to gastric 
irritation, the drug can be given with milk or 
other suitable agents like pectin. If it is desir- 
able to avoid high doses, subtherapeutic doses of 
two synergistic antibiotics may be prescribed. 
Neomycin is the antibiotic of choice for such com- 
binations, and alternative antibiotics may be 
combined with some suitable sulpha drug. 


With more severe symptoms which might be 
caused by the suppression of the beneficial effects 
of the normal intestinal flora, some workers advo- 
cate giving the patients live cultures of E. coli. 
This therapy has not been widely tried or accept- 
ed. When supnrression of the normal intestinal 
flora upsets the synthesis of some of the essential 
vitamins, vitamins of the group-B should be con- 
comitantly given to prevent development of avita- 
minosis and its associated symptoms. If diarrhoea 
develops, kaolin, pectin, etc., may be administered 
to control the condition. Pseudo-membranous 
ileocolitis is a serious complication due to super- 
imposition by pathogenic staphylococci, and 
measures must be undertaken immediately to con- 
trol the organism by suitable anti-staphylococcal 
antibiotics. To avoid proliferation of monilia or 
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yeasts which might also cause distressing intesti- 
nal symptoms, ¢.g., stomatitis, glossitis, etc., com- 
bined therapy or some of the newer antibiotics 
such as neomycin or kanamycin may be tried. 


3. Blood dyscrasias and neurological and 
renal damage—In the majority of cases if the con- 
ditions are detected early, mere withdrawal of the 
antibiotic clears up the condition when the symp- 
toms are in the reversible stage. If however the 
damage is allowed to progress, recovery or restor- 
ation to normal conditions might be difficult. 
Progressive deterioration has even resulted in the 
death of the patient. In all cases where massive 
doses of antibiotics are given or when adminis- 
tration is prolonged, it is always desirable 
as a matter of routine to check the blood and 
urine of the patients at regular intervals through- 
out the period of therapy. Slight neurological 
symptoms should not be dismissed without serious 
consideration and where damages are established, 
the usual specific treatment for such conditions 
should be resorted to, whenever available. 


4. Allergic manifestations—Allergic reactions 
constitute one of the major hazards with antibiotic 
therapy, almost all the principal antibiotics being 
sensitising agents. Mild allergic manifestations 
like itching or wheal formation at the site of injec- 
tion or even a few rashes and a feeling of nausea 
may be met with during routine practice among 
patients receiving the first dose of the antibiotic. 
These manifestations are usually transient and 
should not recur during subsequent doses. If the 
condition persists, worsens, or reappears with sub- 
sequent doses, one has to be. careful and should 
try to avoid the antibiotic. 

Penicillin and specially preparations of procaine 
penicillin have been reported to have caused more 
serious types of allergic reactions, sometimes with 
disastrous results. In all cases requiring penicil- 
lin, it is therefore very important to elicit history 
of previous injections and reactions. In all cases 
where the history is suggestive and no alternative 
method of treatment is available, it is always 
desirable to do a skin test before the administra- 
tion of the antibiotic. A positive reaction is 
always a warning ; a negative reaction although 
it usually rules out the chances of an immediate 
severe reaction is nevertheless no guarantee that 
this should never happen. While doing the skin 
test arrangement should be kept ready to deal 
with all exigencies. A cutaneous test should 
first be performed, followed by an intracutaneous 
test and this should be done with ‘very’ dilute 
concentrations of the antibiotic. A few more 
tests by increasing the concentration by 10 fold 
steps are done before performing the intracuta- 
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neous test, the dose being 10-10,000 units per ml. 
It is desirable to carry out the test at such parts 
of the body as could suitably be controlied by 
tourniquets above the site of injection—the fore- 
arms being ideally suited for the purpose. 

In severe allergic reactions associated with 
dyspnoea, cyanosis, fall in blood pressure, collapse 
or coma, the verenity of the physician helps a lot 
for the efficient management of the emergency. 
A tourniquet immediately placed above the site 
of injection helps in slowing down the absorption 
of the drug. In the free arm, 03-05 ml. of 
1: 1000 aqueous epinephrine solution should be 
injected intramuscularly and the area massaged to 
help absorption. A similar injection should also be 
given around the site of injection of the antibiotic. 
Benadryl (50-80 mg.) or allied preparations may 
also be given if need be intravenously, and the 
injection should be given slowly and should 
never be given to children. Administration of 
oxygen, if available, will relieve the respiratory . 
distress. In bronchospasm, aminophylline 0°25 g. 
in 10 mil. sterile saline, given slowly intra- 
venously, helps to relieve the symptoms. It may 
be noted that aminophylline should never be given 
unless symptoms of bronchial spasm exist, as 
otherwise it would aggravate the symptoms of 
shock. If the response is not encouraging, 
administration of epinephrine should be repeated 
every 15-20 minutes and adrenal corticosteroids 
(100 mg.) given intravenously to help combat the 
situation. Penicillinase is indicated only in cases 
where penicillin can definitely be considered to be 
the allergen. In such cases, if given without 
delay, it is an effective means to control the 
allergic reactions. 1°0 ml. (about 950,000 units) 
of penicillinase should be injected deep intra- 
muscularly, preferably into the gluteal region. 

When the initial symptoms have been con- 
trolled, an intravenous drip infusion of 5 per cent 
dextrose in water should be started and neces- 
sary drugs given to maintain the blood pres- 
sure at reasonably normal levels. 

5. Other minor reactions—With some of the 
antibiotics the site of injection may become pain- 
ful, and phlebitis may develop after intravenous 
medication. Phlebitis may be prevented by dilut- 
ing the antibiotic sufficiently and injecting it 
slowly. If repetition of injection is necessary the 
same vein should not be used. Intramuscular in- 
jections should be given sufficiently deep, prefer- 
ably in the deltoid or the gluteal region. 

In spite of these difficulties and drawbacks, 
antibiotics are unquestionably life-saving drugs and 
the benefit which antibiotic therapy has conferred 
on the human society far outweighs the hazards 
associated with it. 
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MEDICAL EDUCATION 


Elsewhere in this issue are published extracts 
of the proceedings of the Conference of the Deans 
and Principals of Medical Colleges in India’ held 
at New Delhi on September 12-14, 1960. To focus 
attention on the salient features of the discussions 
and recommendations made therein, it is essen- 
tial to recollect that medical educationists of 
many countries met at two World Conferences on 
Medical Education, the first one held in London 
in August 1953 and the second in Chicago from 
August 31 to September 4, 1959, under the auspices 
of the World Medical Association in collaboration 
with the World Health Organisation, the Council 
for International Organisation for Medical Sciences 
and the International Association of Universities. 
We have also to recall in this connection the pro- 
ceedings of the Medical Education Conference held 
at New Delhi on March 15, 1958, under the 
auspices of the Government of India. 


We feel it is our solemn duty to point out that 
the planning and control of medical education in 
existing medical colleges and the question of open- 
ing further medical colleges must be left to the 
Medical Council of India. Before finalising their 
schemes, the Medical Council would naturally have 
t» consult the universities and the Central and 
State Governments concerned. Shri D. P. 
Karmarkar, the Union Minister of Health, has very 
rightly pointed out in the conference of Deans and 
Principals of medical colleges, that in different 
countries like the U.S.A., U.K. and U.S.S.R., 
Governments have come to look upon the health 
needs of the people as one of their primary con- 
cerns. In view of the revolutionary changes that 
have been witnessed in recent times in the concept 
of the requirements of medical relief and public 
health, Shri Karmarkar is to be congratulated for 
realising that medical relief and public health have 
come to be looked upon as the fundamental neces- 
sities which the people expect from the Govern- 
ment. Shri Karmarkar is also right in indicating 
that this concept necessarily influences activities in 
the fields of medical education and medical 
research. We come to the logical conclusion that 
the financial burden of medical education should 
be considered by the Government as an essential 
and basic foundation over which the superstructure 
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of public health, medical relief and medical 
research might be built. We regret that an 
attempt has been made at the Conference to point 
out that the cost of medical education and the cost 
of opening new medical colleges were too high. 
An attempt has also been made to consider how 
post-graduate training including refresher courses 
to practitioners could be given without incurring 
any appreciable extra expenditure on these ac- 
counts. Some of the speakers however rightly 
pointed out that the cost of medical education was 
not much high as compared with other comparable 
technical education. While being in full agree- 
ment with the view that we cannot afford to be 
extravagant, we must emphatically declare that the 
standards of efficiency in matters of health cannot 
be lowered on any consideration whatsoever. 


Regarding refresher courses for all categories of 
qualified practitioners, we think the universities 
should be entrusted to arrange for the conduct of 
refresher courses with the necessary financial assis- 
tance from Government. Such courses would 
naturally be conducted in the cities and towns 
where the medical colleges are situated. For other 
district towns, the State Governments have to 
arrange for such courses, under the guidance of 
the universities concerned. The universities and 
the State Governments would be well advised to 
consult the State or Territorial Branches concerned 
of the Indian Medical Association and the heads 
of the medical colleges so that the courses may be 
conducted in the minimum possible time for the 
maximum benefit of those for whom these are 
meant. The I.M.A. has been doing its best in 
this matter but is not in a position to undertake 
the full responsibility for financial reasons. All 
medical men, whether Government employees or 
private practitioners, should be paid travelling and 
haltage allowances to encourage a large number of 
doctors to take advantage of the courses. After 
all, it is the people who will benefit most if the 
doctors are assisted to keep up-to-date in their 
knowledge/of medical science. 


Regarding selection of the proper type of new 
entrants to the medical colleges in India, the 
Conference analysed the figures of admissions on 
the basis of a competitive entrance examination 
and those selected on the basis of marks obtained 
at the university examination for a period of 
3 years. It may be noted that the Conference came 
to the conclusion that with a very few exceptions in 
the lowest rung, there was no significant difference 
in the performance of the students selected on 
either basis. On a rough analysis of these excep- 
tions, the Conference was of opinion that most of 
these students were not selected on the basis of 
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marks obtained, but on other considerations such 
as their caste, regional distribution, etc. The 
Conference recommended that greater respon- 
sibility for admission of students should be vested 
in the authorities of the medical colleges and they 
should generally be guided by the results of the 
university examination, though it did not dis- 
approve of the system of a competitive entrance 
examination. 


We are in general agreement with these 
recommendations, but it should be pointed out that 
a portion of the entrants should be higher in age 
and much better equipped in scientific subjects and 
the humanities. For this purpose, we may recom- 
mend that about 10 to 20 per cent of the seats for 
admission should be reserved for graduates in 
science. We are also in agreement with the 
suggestion of Principal K. N. Bagchi that a few 
brilliant (first class) M.Sc.s should be selected for 
admission to every medical college and they should 
be given stipends to prosecute their studies, so that 
in due course they might either develop a talent 
for research or for teaching in non-clinical subjects. 
It is also felt that a larger number of stipends 
should be awarded to all categories of students 
selected on merit, so that the poorer section of the 
meritorious students would not be deprived of 
medical education. In future when the shortage 
of qualified medical men will have been met to a 
great extent, it should be seriously considered by 
the authorities concerned whether the minimum 
qualification for admission should be raised to the 
standard of graduation in science, so that the 
entrants are higher in age and are much better 
equipped in scientific subjects. 


While considering the question of the shortage 
of qualified medical men, the opening of new 
medical colleges and the number of admission in 
the old and new medical colleges, we wish to 
point out that a rational and co-ordinated scheme 
for utilising the services of the newly qualified 
doctors as well as those qualified doctors who are 
either unemployed or under-employed must be 
worked out and implemented throughout India on 
a national scale. While new medical colleges are 
being opened for the production of a larger number 
of doctors, it would be a paradox if the services of 
all the available qualified doctors are not fully 
utilised. 

We are well aware of the paucity of funds at 
the disposal of the Government of India and the 
Planning Commission as well as of the State 
Governments for the implementation of a National 
Health Scheme in India at the present stage. But 
a modified National Health Scheme on a part-time 
basis could easily be worked out for absorption of 
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the unemployed and under-employed qualified 
medical men to cater to the needs of the nation. 


As regards the aims and principles of the 
medical curriculum we are in full agreement 
with the Conference that a firm grip over the 
fundamentals of a subject was essential and memo- 
rising of details which were forgotten after the 
examination was over should be eliminated as far 
as practicable. It is true that more and more 
subjects have to be added to the medical curricu- 
lum with the passage of time and therefore the 
students are unlikely to be overburdened with only 
the basic preliminaries of all the subjects that 
they would have to study in the medical college. 
The curriculum should be such as to give our 
medical students a grounding in our social objec- 
tives and therefore is in need of revision from time 
to time. 

We are glad to note that the Conference 
recommended compilation and printing of cheaper 
medical textbooks in India. If the Government of 
India and the authorities coucerned extended their 
co-operation and the necessary financial assistance 
at the initial stage, the Indian Medical Association 
might undertake this arduous task by opening a 
Publication Division at the Office of the Journal of 
the indian Medical Association. 


At present there are 57 medical colleges and 10 
to 15 new medical colleges are likely to be started 
during the Third Five Year Plan. In this con- 
nection we also note the data collected by Lt.-Gen. 
D. N. Chakravarti of Calcutta from 45 medical 
colleges indicating a total deficiency of i,271 
teachers comprising 770 senior and 501 junior staff. 
Further statistics collected by Lt.-Gen. Chakravarti 
showed a deficiency of over 1,260 teachers, 118 
in the basic medical sciences and 1,148 in clinical 
subjects. 


The Medical Council of India recommended 
one teacher for iO students and we are of con- 
sidered opinion that this standard should be main- 
tained in the interest of efficiency of teaching. 
Assuming that the data given above are substan- 
tially correct, we fail to understand how new medi- 
cal colleges could be opened unless and until there 
was a reasonable chance of meeting the gross defi- 
cit in the number of teachers. It is obvious that 
medical teachers could not be produced overnight 
and a teacher could not be designated as a Professor 
unless he attained the necessary teaching experi- 
ence and served as a Lecturer or Asst. Professor for 
at least 5 years, as pointed out at the Conference by 
Dr. Baxi of Jamnagar. The suggestion of Dr. 


Krishnaswamy of Madras that the cost of new 
medical colleges would definitely be higher than 
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the cost of expansion of existing colleges should be 
seriously considered, as it was much more economi- 
cal to expand the existing colleges. We feel that the 
existing medical colleges should be expanded 
wherever practicable and the number of students 
for admission to such expanded colleges be increas- 
ed, provided this did not entail an unusual heavy 
expenditure for building construction. 


Regarding scales of pay of medical teachers, 
we are in general agreement with Dr. Mehta 
of Bikaner that the pay scales for pre-clinical 
teachers and full-time clinical teachers without the 
right of private practice should be at least the same 
as those allowed to I.A.S. officers. But consider- 
ing the nature of training of a competent medical 
teacher and his duties, we are of opinion that the 
salary scales of whole-time Professors in medical 
colleges should be much higher than those of I.A.S. 
officers and other comparable services. It must be 
borne in mind that even a junior medical teacher 
starts his career as a teacher quite late in life 
after undertaking an intensive course of study and 
training for at least 12 years after passing the 
School Final Examination. It is, therefore, obvious 
that the starting salary of the full-time medical 
teacher must be much higher than the starting 
salary for I.A.S. and other comparable services. 
In view of the essential and technical nature of 
the work as well as of his potential regarding 
maximium earning if he did not accept a full-time 
job, the pay scales should be properly increased. 
At the conference Dr. C. B. Singh of Kanpur 
rightly pointed out that first class students were 
not now so keen for admission into medical 
colleges and were trying to take up other profes- 
sions like engineering because of more attractive 
prospects. Unless the salary scales of qualified 
doctors were adequately increased, we might have 
to face a situation when first class meritorious 
candidates would not be forthcoming for the 
various health services and also for medical 
education and medical research. 


We are in general agreement with the views 
expressed at the Conference that a few full-time 
teaching teams were required in each medical 
college so that these non-practising medical 
teachers could devote all their energies and time to 
teaching as well as to research. It has already 
been mentioned that members of such full-time 
non-practising teams must be paid high salaries to 
attract the right type of persons. In this connec- 
tion we wish to point out that the salary scales’ 
suggested by the Indian Conference on Medical 
Education held in 1958 and endorsed generally by 


the Health Ministers of India at their Conference 
were far below the salary scales which would 
attract the right type of qualified, trained and 
experienced teachers. As India cannot afford ade- 
quate salaries if all the. medical teachers in all the 
medical colleges were made whole-time and non- 
practising, under the circumstances, it is our con- 
sidered opinion that the Government of India, the 
State Governments and other authorities concerned 
should proceed slowly in the matter of appointment 
of full-time teaching staff in the medical colleges. 
Moreover there is an actual dearth of qualified and 
experienced teachers in India. It is, therefore, 
obvious that the Government and the authorities 
concerned should utilise all available qualified and 
trained teachers for teaching purposes at least up to 
the age of 60 years. While utilising the services of 
the part-time medical teachers, it is essential that 
such part-time (or honorary) personnel be given 
academic ranks of Director, Director-Professor, 
Professor, etc., commensurate with their experience 
and ability. Facilities and privileges regarding 
leave, overseas study, security of service, study 
tours in India and abroad, etc., allowed to full-time 
teachers should also be extended to part-time and 
honorary personnel. 


As regards post-graduate teaching institutes, 
we note with appreciation the views expressed by 
Shri D. P. Karmarkar, Union Minister of Health. 
It is really not so much necessary for India to 
multiply institutes for post-graduate medical 
studies. In this connection we wish to draw the 
attention of the Government to the suggestion of 
Dr. P. N. Wahi of Agra that the decision regarding 
upgrading of certain departments of medical 
colleges should rest with the Medical Council of 
India and the University concerned and not with 
the Government of India or the State Government. 
By upgrading suitable departments of the medical 
colleges and converting these into post-graduate 
institutions for the subject concerned, a lot of 
unnecessary expenditure in building additional 
post-graduate teaching institutions could be avoid- 
ed. This, along with a system of regular training 
programme of post-graduate fellowships for a 
larger number of personnel, would be beneficial in 
increasing the number of medical teachers within a 
comparatively short period. We are in accord with 
the recommendation of the Conference that there 
must be some kind of co-ordination between the 
colleges and post-graduate institutions. Frequent 
exchanges of visits between such centres would also 
help in the standardisation of teaching and develop- 
ment of specialities in the various parts of India. 
We hope the necessary finance for such visits will 
be forthcoming from the authorities concerned. 
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GENERAL PRACTICE DIGEST 


THE MANAGEMENT OF SEVERE VIRAL 
HEPATITIS 


As antiviral drugs effective against the causative 
agents of acute viral hepatitis are not yet available, the 
treatment of the disease is non-specific, symptomatic 
and supportive. The treatment is directed towards re- 
ducing the duration of the disease, alleviating some of 
the subjective discomforts experienced by patients and 
in reducing the mortality rate. 

Severe hepatitis includes all cases in which the viral 
insult to the liver is of sufficient proportions to result 
in clinical illness with jaundice. ‘ 

Rest—Strict rest is recommended in the early weeks 
of severe attacks. But in most cases bathroom privi- 
leges and other mild activity about the ward may be 
permitted when the patient feels well enough to engage 
in it. Patients permitted ad lib activity of a mild nature 
experience less of the profuund asthenia that may follow 
long periods of inactivation in bed. 

Diet—A nutritious diet is very important for these 
patients. A high protein and high carbohydrate diet 
with high caloric intake provides clinical improvement 
in these patients. The dietary fat level is relatively un- 
important. 

Lipotropic agents—There is lack of evidence that 
lipotropic agents are of value in the management of 
acute hepatitis. Methionine may be dangerous in acute 
hepatitis and its use may be followed by the appearance 
of coma. 

ACTH and adrenal cortical steroids—The mechanisms 
of action of these agents in hepatitis are not clear. But 
hormonal treatment of the disease, especially with corti- 
sone or prednisone, is becoming widespread. ACTH and 
adrenal cortical steroids should be used only in fulminant 
and very severe cases of acute hepatitis. Those who fail 
to respond to these drugs should be treated with more 
standard treatment measures. 

The use of ACTH or adrenal cortical hormones in 
acute viral hepatitis is followed by increase in appetite 
and sense of well-being, sharp drop in serum bilirubin 
concentration, improvement in cholesterol esterification 
and probably shortening of the course of the disease. 
Healing of the lesions in the liver may also be 
accelerated. 

It would seem advisable to avoid the use of intra- 
muscular ACTH, and to use either intravenous ACTH, 
25-40 units daily in 1,000 c.c. of glucose in water over 
an 8-hour period as an initial dose, or preferably, corti- 
sone or some other adrenal cortical steroids given orally 
in initial doses of, or equivalent to, about 400 to 500 mg. 
daily of cortisone. In the case of prednisone a daily 
dose equivalent to the above would be about 100 mg. 
The dosage should be decreased very slowly, e.g., in 
decrements of 50 mg. cortisone or 10 mg. prednisone, 
and therapy should be continued until liver function 
tests are normal. The dosage should be decreased only 
when liver tests, particularly the serum bilirubin con- 
centration and serum transaminase activity, are found to 
be improving. At the end of treatment with one of the 


adrenal steroids, patients should receive single daily in- 
tramuscular injections of ACTH gel, 40 units, for 3 days, 
in order to restore cortical activity to a normal level. 

Selection of patients for ACTH or adrenal cortical 
hormone therapy—These drugs should be tried on acute 
cases and those cases which are progressing to coma. 
They are particularly indicated when signs of ceptral 
meryous system dysfunction appear, e.g., lethargy, 
drowsiness, disorientation, euphoria and extensor* plantar 
responses. Additional ominous signs are the appearance 
of the peculiar flapping tremor often seen im hepatic 
insufficiency, the paroxysmal high-voltage slow waves 
that often appear in the electrocardiogram in impending 
hepatic coma, the appearance of ascites or rapid shrink- 
age in the size of the liver, and marked prolongation 
of prothrombin time (e.g. to 35 to 40 seconds or more). 
These drags should also be given to patients who fail 
to do well on other, more standard measures. 

The use of these drugs in viral hepatitis in general, 
however, is not advocated. 


Hepatic Coma 


The appearance of hepatic coma during the course 
of acute viral hepatitis is a most ominous prognostic 
sign and is usually followed by death. Its manage- 
ment is basically the same when it appears in the course 
of any liver disease. This includes good nursing, and 
maintenance of careful fluid and electrolyte balance and 
caloric intake. Protein and other nitrogenous substances 
should be omitted from the tube feeding formula or 
intravenous fluids. Daily tap water enemas and oral 
administration of neomycin, 812 g. daily, will reduce 
the portal blood ammonia levels (due to action of in- 
testinal bacteria). 

ACTH and corticosteroids—Patients with acute viral 
hepatitis who go into hepatic coma are desperately ill 
and are in considerable danger of dying. The use of 
ACTH or adrenal steroid therapy in such cases, in the 
form of cortisone, prednisone or prednisolone, is there- 
fore fully justified. Massive doses (1000-1500 mg. daily) 
are recommended. Not infrequently, return of con- 
sciousness is seen in 24-48 hours after the beginning of 
cortisone, 1000 mg. or intramuscular prednisolone, 
200-250 mg. daily. Dosage may then be dropped by 
200-mg. of cortisone daily to a level of 400 mg. a day, 
after which the gradual dose tapering mentioned above 
may be undertaken. This therapy should be continued 
until liver function test results are normal. 


OTHER MEASURES : 

Other measures recommended are administration of 
vitamin K, antibiotics and sedation. 

Vitamin K—This drug is indicated in acute viral 
hepatitis when hypoprothrombinaemia appears. Vitamin 
K, may be given orally in doses of 5-20 mg. daily, or 
imtravenously in doses of 550 mg. daily. Treatment 
should be continued until the prothrombin time is 
normal, 

Antibiotics—Chiortetracycline is given in acute viral 
hepatitis, with or without coma. 

Sedation—Sedatives should be used with great caution, 
if at all, in even mild viral hepatitis—because these 
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drugs are very poorly tolerated in those patients and 
may even help development of hepatic coma. When 
necessary, pethidine or one of the barbiturates excreted 
largely by the kidney (e.g. phenobarbital), may be given 
for short periods only. 

Isolation—The blood and stool of pafients with in- 
fectious hepatitis are infectious—it is not known when 
the virus disappears from them. Intestinal and syringe 
and needle precautions are necessary. As it is difficult 
to differentiate infectious hepatitis from serum hepatitis 
on clinical grounds, isolation procedures appropriate for 
infectious hepatitis should be instituted. 

From an article by J. A. Barondess— 
Med, Clin. N. Amer., 44: 743, 1960. 


CURRENT MEDICAL LITERATURE 


Hyperbilirubinaemia in Premature Infants and the 
Effect of Synthetic Vitamin K. 


Corner, B., BERRY, BE. AND N&ALE, A. V. (Lancet, 1: 
* 713, 1960) from the Department of Paediatrics of the 
University of Bristol give in the following lines the 
summary of their observations : 

Serial serum-bilirubin levels have been studied in 436 
newborn premature infants to determine the maximum 
level of bilirubin. 

The maximum and fourth-day serum-bilirubin levels 
of premature infants given a synthetic vitamin-K prepa- 
ration—menaphthone dipotassium bisulphate (‘Vikastab’) 
—in various dosages intramuscularly during the first fwo 
days of life have been compared with the serum-bilirubin 
levels of an unselected group of premature infants who 
had no vitamin-K analogue. 

The development of hyperbilirubinaemia was related 
to immaturity, and was unaffected by this vitamin-K 
analogue even in relatively high doses. 

Hyperbilirubinaemia in premature babies is primarily 
related to immaturity. 

The synthetic vitamin-K preparation, menaphthone 
dipotassium bisulphate (‘Vikastab’) did not seem to in- 
fluence the development of hyperbilirubinaemia in imma- 
ture babies when given intramuscularly in divided doses 
up to a maximum total dose of 60 mg. during the first 
two days of life, nor was the risk of kernicterus increased. 

If a vitamin-K water-soluble analogue is considered 
necessary for a newborn infant, it is desirable that the 
preparation chosen should not interfere with the normal 
processes of bilirubin excretion. Vikastab seems to be 
safe and it can if necessary be given in considerably 
higher dosage than synkavit. 


Electroencephalogram and Myopathy 


Peristern, M. A., Gross, F. A., E. L. 
Sremn, M. D. (J.A.M.A., 173: 1239, 1960) from the Chil- 
dren’s Neurology Service, Cook County Hospital; the 
Department of Paediatrics, Northwestern University 
Medical School; and the Department of Neuropsychiatry, 
University of Illinois, is reporting on the Electroencepha- 
lographic findings in 101 patients with muscular dystro- 
phy and related myopathies observe: Abnormal elec- 
troencephalograms were found in a total of 39 patients; 


45 per cent of 62 patients with pseudohypertrophic mus- 
cular dystrophy, 18 per cent of 22 with amyotonia con- 
genita, 37 per cent of 8 with facioscapulohumeral dystro- 
phy, amd 45 per cent of 9 with other myopathies and 
related syndromes. The most common abnormalities in 
the electroencephalogram were 14-and-6-per second posi- 
tive spikes, seen especially in patients with pseudohyper- 
trophic muscular dystrophy. Other abnormalities were 
spike seizure discharges, fast or slow frequency, 
asynchronous sleep patterns, and amplitude asymmetries. 
The electroencephalographic abnormalities increased 
with advancing age but were not related to severity of 
the seizures. It is suggested that the high incidence of 
abnormal electroencephalograms in patients with mus- 
cular dystrophy may be due to basic maturational 
neurophysiological involvement, an integral part of 
muscular dystrophy. 


Nephrotic Syndrome Treated with Cortisone in 
Intermittent High Dosage 


Mrirchen., R. G. (Lancet, 1: 843, 1960) from the 
Institute of Child Health, University of St. Andrews, 
writes : 

Five children with the nephrotic syndrome who had 
not responded satisfactorily to one or more courses of 
hormone therapy were treated with large doses of corti- 
sone given intermittently for long periods as advocated 
by Lauge et al (1953). 

This treatment enabled all the children to resume 
their normal lives, and kept them well, without causing 
serious side-effects. Three have been in complete remis- 
sion for 12-30 months since treatment with cortisone was 
stopped, but two relapsed after maintenance treatment 
was withdrawn. 

The Lange regimen, preferably substituting predni- 
solone for cortisone, is recommended for all cases of 
nephrosis which have not responded to other schemes of 
treatment, and this may be the treatment of choice for 
every case of nephrosis in children. 


Inapparent Measles After Gamma Globulin 
Administration 


Biack, F. L. anp Yannet, H. (J.A.M.A., 173: 1183, 
1960) from the Section of Epidemiology and Pre- 
ventive Medicine, Yale University School of Medicine, 
and the Southbury Training School, Southbury, Conn, 


write : 


The appearance of antibodies and development of im- 
munity to measles was observed in 19 children in whom 
signs of measles had been prevented, during the course 
of epidemics, by the administration of gamma globulin. 
The epidemics occurred in two cottages of an institution 
for mentally retarded children. Both virus-neutralising 
and complement-fixing techniques were used for the 
serologic tests, and human infant kidney tissue cultures 
were used for virus isolation. Of 38 susceptible children 
exposed to measles under these conditions and given 
gamma globulin, 19 developed measles antibodies without 
overt signs of the disease. Five of these 19 children 
failed to contract measles when exposed again seven 
months later. 
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High Blood-Pressure and Stroke 


Dickinson, C. J. anD THomson, A. D. (Lancet, 2: 
342, 1960) from Institute of Clinical Research and Middle- 
sex Hospital Medical School, London, from an analysis 
of necropsy study of heart-weight and left ventricular 
hypertrophy in 340 cases who died in Middlesex Hospital 
of cerebrovascular accidents write : 

340 patients died in the Middlesex Hospital with 
spontaneous cerebrovascular accidents between 1931 and 
1959 inclusive. Their records have been inspected; and 
it has been found that on average those with hindbrain 
strokes had greater heart-weight« than those with fore- 
brain strokes. There was a slightly higher prevalence 
of left ventricular hypertrophy in the cases of hindbrain 
stroke, but this was not significant. No significant diffe- 
rence was found in the heart-weight or in the preva- 
lence of left ventricular hypertrophy as between cerebral 
haemorrhage and cerebral infarction. 

These results, together with other evidence, support 
our previous work, which suggested that narrowing of 
the main cerebral arteries (particularly the vertebral 
arteries in their cervical course) had a primary causal 
role in benign ‘‘essential” hypertension. These results 
also support the conception that cerebral haemorrhage 
and cerebral infarction both have the same cause. 


Syndrome of Magnesium Deficiency in Man 


Hanna, S., Harrison M., Macintyre, I. AND FRASER, 
R. (Lancet, 2: 172, 1960) from the Department of Medi- 
cine and Chemical Pathology, Postgraduate Medical 


School of London, write : 

Clinical and metabolic observations are recorded in 
three cases which showed hypomagnesaemia without 
other electrolyte deficiencies. 

The clinical picture was very different from that 
usually ascribed to hypomagnesaemia. Tetany in the 
sense of spontaneous muscle-cramps was completely ab- 
sent. The syndrome comprised : (1) a positive Chvostek’s 
aign, with a negative Troussean’s sign; (2) a low- 
voltage electrocardiogram; (3) liability to epileptiform 
convulsions; and (4) depression, vertigo, ataxia, and 
muscular weakness. 

All these signs and symptoms remitted rapidly when 
the serum-magnesium levels were restored to normal. 


Forced Diuresis and Alkalinisation of the Urine in 
Acute Barbiturate Poisoning 


Lassen, N. A. (Lancet, 2: 338, 1960) from the Depart- 
ments of Psychiatry and Clinical Biochemistry, Bispeb- 
jerg Hospital, Copenhagen, Denmark writes that forced 
diuresis and alkalinisation of the urine were used to 
treat fourteen cases of very severe barbiturate intoxica- 
tion (the maximal serum barbiturate concentration 
averaged 19 mg. per 100 ml.). Urea was used as the 
diuretic agent, and sodium lactate as the alkalising 
agent. About 11 litres of alkaline urine per 24 hours 
was produced during therapy, which lasted 42 hours on 
average. 

The overall elimination-rate of barbiturate from the 
body was increased in all fourteen cases over that of 
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comparable control cases. The most pronounced effect 
was in patients with diethyl, diethyl+allylisopropyl, and 
ethylallyl barbiturate intoxications; in these patients the 
period of unconsciousness was reduced to about a third. 
For allylisopropy! and phenylethyl barbiturate the re- 
duction was about half. The least effect was seen in a 
case of diallyl intoxication, where the duration of un- 
consciousness was reduced by only 1-4. 


Use of Vasopressin in the Control of Bleeding from 
Ocsophageal Varices 


S. anp SHeriock, S. (Lancet, 2: 222, 1960) 
from the Department of Medicine, Royal Free Hospital, 
London, write : 


20 units of vasopressin given intravenously in ten 


‘minutes controlled haemorrhage from oesophageal varices 


in 8 patients with hepatic cirrhosis. Estimated portal 
pressures fell. In 3 patients bleeding did not recur, and 
in 2 of these portacaval anastomosis was later performed. 
Haemorrhage recurred in 5 patients and a diminished 
response to vasopressin was observed. 4 patients died 
with a terminal massive bieeding. The high mortality 
reflected the degree of liver failure rather than the 
method of treatment. No adverse side-effects were 
observed with vasopressin and its use as an alternative 
to the Sengstaken oesophageal compression tube is 


suggested. 


Postoperative Prophylactic Anticoagulants 


CHatmMers, D. G., Marks, J., Borrominy, J. EB. 
Laoyp, O. (Lancet, 2: 220, 1960) from the United Cam- 
bridge Hospitals reported on five years experience of 
the use of prophylactic anticoagulants in 1877 gynae- 
cological and obstetric postoperative patients. 

The patients received phenindione from the third to 
the tenth postoperative day in doses to maintain the pro- 
thrombin levels at between 15 and 30 per cent. 

The incidence of thrombotic disease was reduced by 
a factor of five. It is concluded that anticoagulants 
should be administered routinely after gynaecological 
operations and in selected general surgical cases. 

On the basis of experience in over 1800 patients over 
the past five years the following conclusions may be 
drawn : 

(1) For adequate prophylaxis the blood prothrombin 
content must be kept below 30 per cent, while to avoid 
haemorrhage it should not fall below 15 per cent. 

(2) Control of the blood prothrombin level necessitates 
frequent estimations. 

(3) The time and cost involved, coupled with the 
tisk of haemorrhage, makes it unjustifiable to use this 
method routinely in general surgery. 

(4) The results suggest that prophylactic anticoagu- 
lants have a limited place in certain patients who have 
undergone operation; particularly those who have had 
abdominal operations and who have cardiac insufficiency, 
@ previous history of thrombophlebitis, or bad varicose 
veins. 

(5) In gynaecology the results justify adoption of the 
method as a routine postoperative procedure in view of 


the known high incidence of thromboembolism. 
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CONFERENCE OF DEANS AND PRINCIPALS 
OF MEDICAL COLLEGES, 1960 


The Conference of Deans and Principals of Medical 
Colleges was held at New Delhi on September 12-14, 1960. 
The Conference was inaugurated by the Union Health 
Minister followed by addresses of Shri C. D. Deshmukh, 
Chairman of University Grants Commission, and repre- 
sentatives of the Rockefeller Foundation, World Health 
Organisation and Technical Cooperation Mission. L*. 
Col. V. Srinivasan, Director General of Health Services, 
took the chair. 


INAUGURAL ADDRESS 


The following is from the text of the inaugural 
address by Shri D. P. Karmarkar, Union Minister of 
Health : 

The questions that have been repeatedly discussed 
at such conferences are those that are vitally connected 
with Medical Education examined in the background 
of our present requiremets. Improvement in the curri- 
culum with a view to evolving not merely a medical 
expert but an efficient member of the social fabric 
devoted to the mission of advancement of national health 
as a whole, efforts to eliminate avoidable wastage by an 
examination of the reasons and devising methods to 
minimise such failures, better correlation between medi- 
cal relief and preventive care, creating of improved 
facilities for researches in the field of medicine in rela- 
tion to national health problems—these and allied pro- 
blems crop up whenever we come to consider how we 
could effect improvement in our present system of Medi- 
cal Education. 

We are all aware of the revolutionary change that 
has been witnessed in recent times in our concept of 
the requirements of medical relief for the people. More 
and more medical relief has come to be looked upon 
as one of the fundamental necessities which the people 
do expect from the Government. In different countries 
like the U.S.A., U.K. and U.S.S.R. Governments have 
come to look upon the health needs of the people as 
one of the primary concerns. This concept which has 
now become almost universal in character necessarily 
influences our activities im the field of medical educa- 
tion. In another context Mark Twain once observed ‘‘If 
your doctor knows only medicine you may be sure that 
he does not know even medicine.” It is obvious that 
our doctors have to be trained to appreciate fully social 
and national objectives which they are expected to pro- 
mote with other fellow citizens. 

One of the subjects that we propose to discuss in 
this Conference is as mentioned above the rather subs- 
tantial wastage that cccurs during the course of medi- 
cal studies. We have no definite data to apprise us. of 
the exact magnitude of the problem. As has been 
mentioned in one of the sotes, an analysis of such 
failures in two colleges has shown that the ultimate 
wastage is not substantial. As students who fail in 
the first chance take further chances and a large majo- 


rity of them pass ont successfully in the end. But the 
subject requires careful study and some of the sugges- 
tions made in this regard especially those relating to 
the method of assessment of the student’s competence 
not on the basis only of the yearly examinations but, 
also of periodical check up, the greater emphasis on 
practical work dlong with an elimination of too much 
attention on details relating to a subject, especially like 
Anatomy and Physiology do deserve your consideration. 


It is now a commonly accepted principle that where- 
as students of any faculty should have a firm grip over 
the fundamentals of a subject, memorising of details 
which are forgotten after the examination is over should 
be eliminated as far as possible. In this connection the 
suggestion that standardised textbooks may be compiled 
from which questions should be expected and that the 
teacher may give such supplementary instructions in 
his lectures as he deems advisable may be considered 
useful. 

Another subject of importance that you will be dis- 
cussing is the evaluation of the existing curriculum in 
medical studies with a view to planning a coordinated 
programme of research for evolving a suitable curricu- 
lum. It was inevitable that more and more subjects 
came to be added to the curriculum as time passed on : 
Complaints have been made in some quarters that the 
student is at the present moment over-burdened with 
the subjects that he has to study in a Medical College. 


I must confess that it is easy to advise the autho- 
rities concerned to evolve a curriculum which will make 
the medical student not only competent in his technical 
field but also to train him in our social objectives. 
Dr. Melvin Casberg’s paper on the subject which has 
been circulated to you makes very interesting observa- 
tions in this regard. I am quite sure that this subject 
will evoke very stimulating discussion though I am not 
quite sure whether at the end of the discussion we 
shall be nearer to the solution of the problem, obviously 
for the reason that in today’s world we are expecting 
so much from the medical.student in relatively so short 
a time. This is indeed a very fruitful subject for con- 
sideration of medical experts. 

As you all know the phenomenal increase in the 
number of medical colleges in the country has given 
rise to the problem of finding an adequate number of 
competent teachers to man them. On a rough assess- 
ment Lt. Gen. Chakravarti tells us that in today’s con- 
text there is a deficiency of 1260 teachers, 118 in basic 
medical sciences and 1148 in clinical subjects. 


I should like respectfully to say that perfection is 
only built on the basis of imperfection and I for one do 
not at all feel sorry that new institutions, perhaps in- 
adequately manned and illequipped, have come into 
existence because I have a definite feeling that there is 
need of both speed and improvement in creating faci- 
lities for training of the large number of medical per- 
sonnel necessary for the advancement in our country. 
Now I look forward in addition to the present 57 medi- 
cal colleges another 10 to 15 medical colleges during the 
Third Five Year Plan. Difficulties are there not to deter 
us but to goad us to find a solution. 


x 
4 
a 
4 
522 
ore. 


J. 1M. A, Advertiser xxix 


VELROC 


SS 


SIZES AVAILABLE: 

_ SANDAGE VELROC BANDAGES: 
AST SETTING ie . One doz. per tin 
. One doz. per tin 


VELROC SPLINTS: 
4° X 15", SO per tin 
(10 bags of S splints each) 


Manufactured in India by :- 


OF INDIA PRIVATE LTD. 
30, FORJETT STREET, BOMBAY-26. 


Offer the following 
important advantages 
in plaster technique: 
* Easy to mould 
* Excellent lamination 
* Fast setting between 
3 to 5 minutes 
* Make a much stronger cast, 
particularly during the 
first 24 hours, when the cast 
is most liable to damage. 
* Economical—a smaller number 
of Bandages produces a 
stronger and lighter cast 
* LOW PLASTER LOSS— 
only 5% on squeezing. 

NON.-IRRITATING and 
creamy to the touch 
Developed by Johnson & Johnson, 
the world’s most trusted name 
in surgical dressings. 


December 1, 1960 
| 
A 
a 
| 
4 
4 
x 
= 
. 
% 
‘ 


Vol. 35, No. 11 


“In general practice 


(40°), of patients 


_ of functional 


Lancet (1958) 1,525 


Retard 


BY ¥ SANDOZ 


1 tablet night and morning 
for continuous control of symptoms 


P.O. Box 1540 
aleutta P.O. Box 49! 
Sandoz Products Private Limited Madras P.O. Box 1725 
New Delhi P.O. Box 322 
total alkloids of belladonna 


. Ercotamine T 
Phenobarbitone Be. 


have symptoms 

ptr 

dined 

i 

: 

0.2 mg 

; 


In my opinion it is not necessary for us to multiply 
institutions for post-graduate studies. Every competent 
physician and surgeon in a hospital should be deemed 
to be a capable teacher for post-graduate education. We 
have almost forgotten that an artist in ancient days was 
in himself an institution for imparting expert training 
in that particular art; that a competent artist’s son 
found his graduation at the feet of his father and that 
an expert musician did not ask for Governmental aid to 
give training to the few devoted students. 

The recent experiment in Delhi to train 75 additional 
post-graduate students on the strength of four well 
organised hospitals in the city without any additional 
expense except the stipends paid to the students may 
perhaps deserve your consideration in this matter. We 
have in the country some very fine hospitals and a 
number of distinguished physicians and surgeons and 
specialists in other fields of medicine, who can be en- 
trusted with additional responsibilities of training post- 
graduate students. 

Two years ago I happened to mention at an annual 
meeting of the Indian Medical Association the need to 
intensify our efforts to undertake refresher courses for 
private practitioners. There is nothing essentially new 
in this idea and some good attempts have been made 
in some of our centres by making such refresher courses 
available to the general practitioners. I am happy to 
see that more organised efforts have recently been under- 
taken in Delhi and Hyderabad. I am quite sure that 
such efforts will be undertaken in other suitable centres 
also. It is not only the general practitioner but also 
the junior medical officer in the employ of Government 
that requires such refresher courses for keeping him 
informed about the progress of medical theory and 
practice. 

I should like to refer to one more subject which we 
are to discuss, mamely medical research vis-a-vis our 
colieges. A note prepared by Dr. C. G. Pandit, Direc- 
tor, Indian Council of Medical Research, that has been 
circulated to you shows the progress that has been 
made in this field. One feels happy to note the keen in- 
terest teachers have been taking in medical research. It 
is as it should be. Medical Education and Research 
go hand in hand together one stimulating and strength- 
ening the other. I see a number of useful suggestions 
made regarding the methods of encouragirg research 
in medical colleges. 

I need hardly emphasise the need of concentrating 
greater attention that has been the case in the past on 
our national health problems. As the late Dr. Allen 
Gregg rightly observed that researches of diseases of 
India should be done by Indians. 


Summary or General Discussions 


‘THE HIGH COST OF MEDICAL EDUCATION, POSSIBLE METHODS 


OF ECONOMY AND FINANCING MEDICAL COLLEGES ;: 


While there was need for more doctors and hence 
more medical colleges, the cost of setting up new col- 
leges was very high. The Parliament had also com- 
mented that the cost of buildings, equipment, etc., of 
medical collegea were very high, and that ecomomy be 
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effected by cheaper buildings, giving up all luxuries and 
ordering only essential equipment. If the standards 
recommended by the Indian Medical Council were high 
then they must be brought down. He also referred to 
the need for bringing down cost of medical education 
from the student’s point of view. 

Col. B. L. Taneja said that the estimates prepared 
by the Patel Committee, far from being high, were 
rather on the low side. 

General Chakravarti and Dr. Vengsarkar pointed out 
that recurring expenditure was mostly on the emolu- 
ments of teaching staff and most of them worked for 
about 50 per cent of their time in the hospital side, so 
that on pro-rata basis 50 per cent of expenditure on 
their emoluments should be debited to the hospital side. 

Dr. P. N. Wahi said that the cost of the medical 
student himself was not high as compared with other 
technical colleges. From the Government point of 
view he suggested that the cost could be reduced by 
(i) increasing the number of admissions (ii) reducing 
the teaching equipment, by having one common labora- 
tory instead of two or three separately where possible; 
and (iii) employing non-medical persons, where they 
could be usefully employed, such as in Anatomy, Phy- 
siology, Biochemistry, etc. 

Dr. Krishnaswami (Madras) said that the cost of new 
medical colleges would definitely be higher than the 
cost of expanding of existing colleges. It was therefore 
more economical to expand old colleges. He suggested 
that the failure rates be improved and that this would 
diminish cost of medical education to the student, Other 
suggestions made were that in addition to increase in 
number of admissions, the period of internship be re- 
duced from one year to six months and that essential 
equipment should be produced in the country. 

Dr. R. P. Koppikar of Manipal suggested that teach- 

ing of subjects such as Anatomy and Physiology could 
be pooled for 2 or more medical colleges in a single 
place. The Chairman thought that this could be fea- 
sible only if two colleges happened to be in the same 
town. 
Dr. P. M. Bhandarkar (Aurangabad) said that no com- 
parison could be made between a medical college and 
an engineering college, as the former dealt with human 
life and the latter with machines. 

Dr. B. N. Lingaraju (Mysore) suggested that lesser 
number of Departments be established, so that there 
could be saying in the appointment of supervisory staff. 
Dr. G. V. Barve stated that if cheaper medical books 
could be printed and hospital accommodation provided 
to all students, medical education would perhaps be 
cheaper to the student. Dr. R. N. Misra was of the 
opinion that there was no scope for reduction in cost 
and that raising the number of admissions would cer- 
tainly give rise to additional expenditure in the cons- 
truction of bigger lecture halls and laboratories. He 
also considered that the cost was not so high as it 
appeared to be and that the minimum needs of educa- 
tion should not be sacrificed. Cheaper equipment would 
probably be an answer to the problem. 

Dr. B. Narayana suggested that in addition to whole- 
time teachers, part-time teachers could also be employed 
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as was done in other conntries. Dr, Narasimha Rao 
from Vishakhapatnam suggested that the cost of cons- 
truction could be reduced by locating medical colleges 
in rural areas. 

The Chairman answered the various points and 
summed up that in the Third Five Year Plan, out of 
11,000 crores only 300 crores had been allotted to Health. 
If the cost of medical colleges was not reduced, it 
might not be possible to start any more. He wanted 
the Sub-Committee to explore the possible ways of 
bringing down the cost to the minimum. He cited as 
an example, Auditoriums whether it was really neces- 
sary for a medical college to have one. He also sug- 
gested the combination of pharmacology and physiology 
laboratories, a single laboratory for Histology, Histo- 
pathology, etc. He also explained the steps being taken 
to bring out cheaper editions of standard text books as 
also the measures. Government were considering to 
encourage authors to write books suitable to Indian 
conditions. 

Finally he suggested that minimum requirements be 
worked ont on the basis of 100 admissions in a medical 
college. 


MEASURES FOR OBTAINING AN INCREASING NUMBER OF 
TEACHERS FOR THE EXISTING AND FUTURE MEDICAL 
COLLEGES NOW PLANNED AND MAXIMUM UTILISATION OF 
EXISTING FACILITIES FOR INCREASING POST-GRADUATE 
TRAINING AND FINANCIAL ASSISTANCE REQUIRED FOR THIS 
PURPOSE : 


General D. N. Chakravarti suggested that the Sub- 
committee might go into the question as to what would 
be the minimum namber of teachers when 100 admissions 
were made. The Government of West Bengal had 
worked on a principle which took into consideration the 
load factor. He had prepared a note to that effect which 
he circulated to the Delegates. The data collected from 
43 colleges indicated a total deficiency of 1271 teachers, 
comprising 770 senior and 501 junior staff. He suggest- 
ed two methods to overcome this deficiency. One was 
to accept the principle of the minimum staff (teachers) 
required. The Indian Medical Council had recommended 
one teacher for 10 students. This standard was hard 
to attain. The average of 79 teachers for an intake of 
100 students a year appeared reasonable. If that prin- 
ciple was accepted, then the matter could be processed 
further. 

Dr. Casberg (Ludhiana) thought one real high poten- 
tial had not been tapped and that was the appointment 
of non-medical men to teach basic science subjects. This 
type of individual, he said, had demonstrated his utility 
and abilities in the West. Drs. Lingaraju and Krishna- 
swami agreed with Dr. Casberg. 

Dr. Wahi, referring to the decision of the Govern- 
ment of India in upgrading certain Departments of 
certain colleges felt it was the Medical Council of 
India or the University and not the Government of 
India who should decide as to which Department should 
or should not be upgraded. 

Dr. Baxi of Jammagar suggested that a graduate 
showing an aptitude for teaching should be given a 


training programme of two to three years, the first year 
being a common training in the basic disciplines like 
statistics, methodology, research, instruments, etc., and 
the second year for intensive training in the speciality 
with the writing of thesis. He wanted an assured ap- 
pointment as lecturer in the speciality to each candi- 
date after passing the post-graduate course. He further 
thonght that a candidate could become a Professor only 
if he had served as a lecturer in that speciality for at 
least five years. 

Dr. Pisharody of Calicut explained the difficulties ex- 
perienced by him. He said that thongh there were 
many doctors with postgraduate qualifications, they did 
not come forward because of poor encouragement and 
rigid insistence on the prescribed teaching experience. 
He wanted relaxation and discretion in regard to the 
latter. 

Dr. S. S. Anand (Amritsar) made three sugges- 
tions :—(i) that 3-5 fellowships of Rs. 300/- p.m. for 
each subject should be made available; (ii) that as 
described in the note by Dr. C. G. Pandit, the research 
workers under the auspices of the L.C.M.R. or any other 
fellowship should be employed as part-time- teachers, so 
that the undergraduates could gain by his experience 
and the worker also could gain teaching experience and 
so fulfil the requirements of the Medical Council of 
India; (iii) that the superannuation age of teachers be 
raised from 55 to 60 years, and after the age of 60 years 
he should be utilised as a consultant in an honorary 
capacity by any college. 

Dr. C. B. Singh suggested that brilliant students 
passing M.B.B.S. with high marks should be selected for 
the posts of research workers/teachers and they should 
be given the necessary training for this purpose. 

Dr. Subbaraman thought that the existing facilities 
for postgraduate training were not being used to the full. 
He wanted a regular training programme of post- 
gtaduate Fellowships which should be partly financed 
by the Central Government. He also wanted the up- 
graded Departments in various medical colleges to be 
assisted financially by the Central Government. 

General Chakravarti suggested that the Sub-committee 
should consider whether by encouraging under-graduate 
students to take up elective subjects, it would improve 
the chances of assessing the ability of a student, firstly 
for post-graduate. education and secondly to become a 
teacher. 


Dr. Kasliwal emphasised the fact that the recom- 
mendations of the March, 1958 Conference were not 
implemented though it was held primarily to discuss 
ways and means to increase the number of teachers. 
He hoped that the recommendations made at this con- 
ference would be implemented to some extent. He also 
agreed that non-medical men should be appointed as 
teachers in those branches most suitable to their train- 
ing and attainments. 

Dr. Bhandarkar thought non-medical teachers were 
not successful in India at present, in the field of bio- 
chemistry and embryology. 

Dr. Vengsarkar replied that euch teachers had been 
employed with success in U.K. & U.S.A. 
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Dr. Mehta of Bikaner suggested that the pay scales 
for pre-clinical teachers with non-practising allowance 
should be at least those allowed to I.A.S. Officers. 

Dr. Jagannadha Reddy proposed that the Harvard 
experiment could be tried out as regards appointment 
of non-medical teachers for non-clinical subjects. 

Other recommendations were (1) attractive emoluments 
to teachers, (2) whole-time teaching units, (3) a separate 
cadre of teachers under a separate Directorate of Medi- 
cal Education, (4) increase in the retiring age of teachers 
from 55 to 60 and in certain cases to 65, (5) adequate 
facilities for research in the matter of finances, equip- 
ment, etc., (6) recognition of research for promotion to 
higher posts, (7) provision of fellowships to brilliant 
students, (8) establishment of a regional training 
centre to impart knowledge of methods of teaching with 
special reference to medicine. 

The Chairman requested Dr. Kasliwal to take note 
of this for the sub-committee’s consideration. 

Dr. Dikshit said there were two aspects of post- 
graduate teaching: (1) giving post-graduate training to 
personnel for giving medical relief to people amd (2) post- 
graduate teaching with a view to become a teacher. He 
said that certain ways would have to be found to fulfil 
either by shorter periods of training or bringing in the 
diploma which must be taken earlier. The committee 
would have to bear this in view when considering the 
subject. 


AN EVALUATION OF THE EXISTING CURRICULUM IN MEDICAL 
STUDIES WITH A VIEW TO PLANNING A CO-ORDINATED 
PROGRAMME OF RESEARCH FOR EVOLVING SUITABLE CURRI- 
CULUM : 


INTEGRATION OF PRE-MEDICAL COURSES IN THE MEDICAL 
COLLEGES : 


Dr. Casberg stated that the under-graduate should 
be made to feel the stimulus of the faculty, research and 
teaching during the formative years of his study, as 
otherwise, he would miss a real opportunity. 

Dr. Madan Parshad of Darbhanga pointed out that 
the number of hours could be reduced and duplication 
avoided in the departments of bacteriology, entomology 
and helminthology by teaching these subjects in one 
department. Dr. Gujral of Lucknow stated that a 
student after the higher secondary course would have a 
pre-medical year, which could be utilised for teaching 
biochemistry, physical chemistry, biostatistics, English 
and a foreign language, in the medical college itself. 
Short intensive courses in anatomy, physiology and 
pharmacology could be arranged with periodic examina- 
tions. Dr. Chandy suggested that as the universities 
were responsible for the curriculum and the integration 
of pre-medical and pre-clinical subjects, the Conference 
could recommend that Universities grant a _ certain 
amount of freedom to medical colleges to modify curri- 
culums within certain limits. Such freedom for ex- 


perimentation is desirable under the recent circum- 
stances. 

Dr. Kasliwal agreed with Dr. Chandy and desired 
that more emphasis should be laid on elective subjects. 
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He felt that the pre-medical year should be done in a 
university and not in a Medical College. This would 
help to bring mature students with broad outlook in 
life to the medical colleges. Dr. G. Prasad of Patna 
emphasised the fact that the medium of instruction in 
school period was the regional language and when 
students were faced suddenly with English at pre-medi- 
cal and medical courses, a crisis was created and re- 
sulted in high rate of failures. 


Dr. Baxi of Jamnagar wanted the number of holi- 
days to be curtailed and not the curriculum. 


Dr. Anand was against the idea that pre-medical 

course should be done in the medical colleges, as that 
would lead to duplication in staff, equipment and con- 
struction with the less added disadvantage of time in 
university, so important in the building up of student 
life. The Vice-Chancellor of Punjab had suggested that 
45 colleges in that State should be entrusted to take up 
pre-medical education as that would save money in pro- 
viding hostels, equipment, etc. Dr. Bose of Indore 
pointed out that Muthematics was given up in most 
cases after the 8th standard, which deprived the 
science students of a sound background. Besides he 
thought that the Medical Colleges and Higher Secon- 
dary Schools were short of staff, laboratories and equip- 
ment, etc. The integration of pre-medical course in 
medical colleges, he said, would add to already existing 
difficulties. 
Dr. Indra was against the integration of pre-medical 
course in the medical colleges. Col. Taneja advocated 
the decreasing or omiting of one year internship. 
General Chakravarti gave details of a propusal for an 
integrated course of 5 years plus one year internship. 
As Pondicherry Medical College and the Topiwala 
National Medical College, Bombay had started the inte- 
grated course, General Chakravarty suggested that they 
give their views on the subject to the delegates present. 
Dr. Vengasarkar then explained the position at Pondi- 
cherry. He told that the subject of Physics was inte- 
grated with Physiology. Thus integration was effected, 
without the need of students trying to score marks to 
be considered eligible for the medical course. Here 
there was an intelligent co-ordination of subjects and a 
better understanding of them. 


Dr. Pathak wanted that if need arose, science teachers 
might be appointed to teach the subjects to pre-medicals. 


General Gupta thought that when the student had 
done his internship during the course of his medical 
studies, the need for one year house-surgeoncy later would 
mot be necessary. However, he thought that one year 
for pre-medical was all too short for Physics, Chemistry 
and Biology. 


DISCUSSIONS ON THE FAILURE RATES IN THE MEDICAL 
COURSES WITH A VIEW TO REDUCING THE NUMBER OF 
PAILURES AT PRESENT EXPERIENCED 


Dr. G. Victor from Madurai, who had experience 
both as a teacher and as an examiner, said that the 
fault for high percentage of failure lay mostly with the 
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students. He mentioned the following remedies to bring 
down the rate of failures : 


1. Better selection of students by a competitive 
examination. 

2. Continuous check on the progress of students. 

3. Discipline in college; and 

4. Better scheme for supervising theoretical and 
practical work. 


Dr. P. N. Wahi suggested that only those students 
should be edmitted to medical colleges, who had apti- 
tude for such training. He said that failure rates could 
be reduced by (i) improved methods of selection; (ii) im- 
proved methods of teaching; (iii) improved methods of 
examination; and (iv) paying more regard to the day- 
to-day work of the students. 

Dr. Ansari (Hyderabad) pointed out that there was an 
inadequate mumber of teachers and they were over- 
worked and the number of students was too large to 
permit an adequate standard of teaching. He also men- 
tioned that failure rate was high among students be- 
longing to Scheduled Castes/Tribes and Backward Areas, 
who were admitted not on merit but against reserved 
seats. Dr Baxi of Jamnagar and Dr. Murthi of 
Srinagar suggested that there should be regular tutorial 
groups and a record of the students’ day-to-day work 
should be kept. Dr. C. B. Singh said that first class 
students took up other professions like engineering 
because of attractive prospects. He also mentioned that 
the varying methods used and questions put by different 
examiners tend to confuse students. 

General Chakravarti, giving figures for the last three 
years, said that the minimum percentage of passes 
was 31 to 46 per cent and the maximum 71:7 per cent, 
the average being about 64 per cent. 


CREATION OF A SEPARATE ORGANISATIONAL WING FOR MEDI- 
CAL EDUCATION AND RESEARCH ; 


The Delegate from Punjab said that his was the 
first State in India to adopt a new system, i.e., separa- 
tion of the teaching cadre from the general cadre of 
health services. A separate Directorate of Research and 
Medical Education had been established in Punjab. With 
the increase in the number of medical colleges and as 
also the work relating to medical and public health, the 
Director of Health Services could not properly attend 
to medical education. He commended the creation of a 
separate department for research and medical education 
in the Centre as well as in the States. 

Dr. Narasimha Rao raised a point as to whether such 
a Department should be part of the Directorate of 
Health Services or directly under the Government 
(Centre or State). It was agreed that a separate De- 
partment was desirable and that it should be part of 
the Health Directorates. 


ORGANISING OF REFRESHER COURSES FOR PRIVATE PRACTI- 
TIONERS : 


The Chairman explained the importance of orgatis- 
ing refresher courses and said that the Government of 


India had already recommended to the State Govern- 
ments to hold refresher courses for private practitioners. 
The Government of India had also offered travelling al- 
lowance to practitioners who come from distant places. 
The Maulana Azad Medical College had already started 
such a course of 34 months’ duration with demonstra- 
tions in clinical work and lectures twice a week. No 
additional staff had been employed for this purpose, and 
therefore the refresher courses caused no great expense 
to Government. 

Dr. Sarbadhikari informed that in Calcutta, meetings 
were regularly held at the Calcutta Medical Club at 
week-ends throughout the year. The branches of the 
Indian Medical Association invited teachers and senior 
consultants to go once a week to the smaller towns 
according to a pre-arranged programme. This practice, 
he said, had proved popular, and the programme should 
be expanded and strengthened. 

Dr. Jacob Chandy (Vellore) mentioned that the re- 
fresher courses arranged by them had met with great 
success. Although they charged fees, the response from 
medical practitioners from all over India had been 
gratifying. 

Dr. Murthi, Dr. Wahi, Dr. Lingaraju and others ex- 
pressed the view that so far as big towns were con- 
cerned, where local medical practitioners could assemble 
together without much inconvenience, such course could 
be easily organised. The difficulty was in rural areas; 
where practitioners could not have their homes, their 
practice and patients for any length of time. Ways and 
means should, therefore, be found to attract them to! 
these courses. 

Dr. Narasimha Rao gave his impressions of the 
courses for general practitioners at Kansas University 
where such courses were given by specialists who toured 
the State and went from place to place giving short 
courses of 2-3 weeks. 

Dr. Guha Majumdar (Calcutta) suggested that the 
courses might be started at University level. 


Suggestions were also made that the refresher courses 
should be arranged not only in the medical colleges, but 
also in the District Hospitals, and that apart from the 
college and hospital staff, consultants, government or 
private, could also be invited to give lectures and demon- 
strations. There were different views regarding the dura- 
tion of the course ranging from about a week to 3-4 
months at a time. It was also pointed out by some 
speakers that the staff in most of the colleges was 
already inadequate and over-worked and that it would 
put a further strain on them. 

The Chairman summing up the discussion said that 
the need for organising refresher courses was generally 
recognised and that it could be done either at medical 
colleges or at other places. He suggested that such 
courses should be of short duration and should not in- 
terfere with the normal duties of the practitioners and 
that the requirements of the courses should be left to 
the practitioners themselves so that they could declare 
their needs. As at present, staff in medical colleges is 
inadequate for their normal duties, supplementary staff 
should be provided for this purpose, bat the teaching 
should not be by a separate group of teachers. 
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CO-ORDINATION BETWEEN COLLEGES AND EXCHANGE OF 
TEACHERS AND STUDENTS : 


Dr. Kasliwal dilated on three main points, namely : 
(1) Co-ordination between colleges ; 
(2) Exchange of teachers; and 
(3) Exchange of students. 


He considered the first two points very important but 
was not in favour of the third one. He wanted that 
specialities should be developed on a regional basis. He 
thought that visit of teachers of high calibre, who were 
recognised in their own field, would be a stimulus to 
Departments visited and advocated such visits on a 
planned patern. It was pointed out by some speakers 
that exchange of students was possible only at post- 
graduate level and not at under-graduate level. 

Dr. Vengsarkar said that the main thing was co- 
ordination between the universities, in order that teach- 
ers and students might have opportunities to visit other 
colleges, not only to give lectures or learn bat to make 
up certain deficiencies that existed at certain colleges. 


To an enquiry from Dr. D. D. Dikshit, the Chairman 
explained that certain centres were developing in certain 
lines, and had developed excellent facilities for investi- 
gation of important problems. Teachers and students 
would benefit by observing the work in these specialities. 
It should be possible to make arrangements for them. 
There was also the question of travelling allowances and 
other expenses. He wanted all these matters to be 
examined by the sub-committee and specific recommen- 
dations made so that the respective Governments could 
examine them, 

Dr. Sarbadhikari suggested that the visits of Prin- 
cipals to other colleges would result in true co-ordina- 
tion. This, he thought, would help them to understand 
and solve each other’s problems. He drew the atten- 
tion of the conference to the University College of 
Medicine in Calcutta. This was a national college, and 
the staff of 9 different departments were working toge- 
ther in 4 existing colleges. Certain departments in each 
of these 4 cclleges were recognised for post-graduate 
teaching. The Post-graduate teachers as well as students 
moved around from one college to the other, and this, 
together with the post-graduate medical education centre 
in Calcutta run by State Government offered excellent 
facilities for teaching. The Chairman observed that it 
should be possible for a number of colleges to work to- 
gether and co-operate in order to make maximum use 
of the facilities available at one place. 

It was also pointed out that with the advent of teach- 
ing in regional languages visits and exchanges of this 
nature may be impeded by difficulty in language. On 
the other hand such visits may have a more important 
role to play in achieving co-ordination and it was gene- 
rally felt that financial arrangements to make such 
visits possible should be recommended. 

During the course of discussion, a suggestion was 
made regarding the formation of an Association of medi- 
cal teachers, which received general approval from the 
Delegates. The Chairman thought that it conld not 
have official cognizance. He said that such an asso- 
ciation should be a private professional association along 
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the lines of similar associations already existing, end 
that it could best be formed by the individual teachers 
themiselves, who could draw up its constitution and get 
it registered. 

Summing up the discussion the Chairman said it was 
generally agreed that some kind of co-ordination be- 
tween the colleges was necessary; particularly to deve- 
lop specialities in various centres. It will also be desir- 
able to facilitate visits. (The word ‘visit’ is deliberately 
used)—A visit may be even transfer of teachers, parti- 
cularly internees and post-graduate students. We may 
recommend that in places like Calcutta, Bombay, Madras 
and Dethi, where there are more than one medical col- 
lege, such co-ordination in teaching may be effected on 
the lines of the Calcutta University of College of Medi- 
cine. This would naturally raise the question of finance, 
and suitable financial help for such exchange or tranefer 
may be arranged by authorities concerned. 


CRITERIA FOR THE SELECTION FOR ADMISSION OF STUDENTS 

TO MEDICAL COLLEGES : 

The Chairman said that this item was previously dis- 
cussed in the Medical Education Conference of 1955. 
He suggested that the delegates as academic and en- 
lightened men should discuss the matter objectively and 
make recommendations with a view to getting the best 
results. He reminded them that the question of failare 
rates had already been discussed, and, therefore, the 
members should cover only new points. He also sug- 
gested that the responsibility for admission should be 
primarily vested in the head of the Institution assisted 
by his Faculty. 


The Chairman gave details of an analysis made of 
the last 3 years’ results, of two lists of students. It 
was found that with very few exceptions, there was 
no difference between failure rates of students selected 
by a competitive entrance examination and those select- 
ed on the basis of marks obtained at the University 
Examinations. 


Varions speakers outlined in detail the experiences 
with regard to different criteria for admission at their 
colleges. The difficulties with regard to both pre-entrance 
competitive examination, as well as selection on the 
basis of marks obtained in the University were oatlined. 
With differing standards of the various Universities, 
the different phases at the various Universities in the 
use of regional languages, the difficulties of outlining 
an objective of pre-entrance examination as well as a 
marking system and the various experiences gained in 
using both types of selection criteria were given with 
considerable detail. Stress was also laid on the difi- 
culty of achieving a homogeneous group of students and 
more than one Principal brought out the fact that they 
were merging two distinct groups of students in many 
medical colleges. 

One Princ'val in his analysis informed the Howse 
that with the advent of a competitive examination, the 
number of first and second division students gaining 
entrance into the medical colleges had considerably de- 
clined and the quality of students had become “‘poorer”’. 

The experiences of other countries were also men- 
tioned specially those of Canada, U.K. and the U.S.A. 
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The Chairman mentioned that an analysis was made 
of the figures of admission of the last 3 years. It was 
found that with very few exceptions in the lowest rung, 
ie., there was no difference between list of students 
selected on the baisis of a competitive entrance exami- 
nation, and those selected on the basis of marks obtain- 
ed at the University examination, 

The Chairman emphasised the constitutional and the 
legal position with regard to admissions and pointed out 
that all the present difficulties were mainly due to the 
fact that the number of applicants far exceeded the 
number of seats available. 

He summed up the discussion in these words, ‘The 
general feeling appears to be that the recommendations 
of the previous Conference should, as far as possible, 
be implemented. More responsibility for admission of 
students should be vested in the authorities of the col- 
leges than on any outside persons. We should generally 
be guided by the results of the University Examination 
but the alternative would be competitive examination’’. 


METHODS AND MEANS OF STIMULATING RESEARCH IN MEDICAL 

COLLEGES : 

Dr. Balakrishna Rao said that the close co-operation 
between I.C.M.R. and the Resear¢h Workers should be 
taken advantage of. He explained the difficulties of 
research workers in the matter of appointments to teach- 
ing posts, because the Public Service Commissions and 
the Universities would not accept research experience 
in lieu of teaching experience even in part. The Re- 
search Workers, therefore, tried to branch off to appoint- 
ments where there was no research as there was no 
future for research workers as such. 


Dr. Bagchj suggested that brilliant students (Ist Class 
M.Sc.s in Physics and Chemistry) should be selected for 
admission to every Medical College on stipend basis. 
They in course of time will be our future research 
workers. 

Dr. Casberg strongly advocated that graduates with 
Ph.D. in basic sciences be accredited as members of 
the medical faculties. He emphasised that research is 
a teaching technique and research could not be regarded 
as a special separate entity of its own. 


Dr. Chandy suggested that research especially in 
medical colleges should be along two lines, viz., clinical 
research and fundamental research. He also advocated 
the necessity of arrangements for adequate medical re- 
cording. Without this basic necessity it would not be 
possible to use the large amount of clinical and other 
material available at hospitals and medical colleges. 


Dr. Sachdev said that there should be a research com- 
mittee in each of the colleges, which could also invite 
research workers from outside and that this committee 
should be responsible for the ailotment of funds. He 
also suggested that the teachers should be required to 
produce a requisite number of papers, failing which they 
should be debarred from further promotion. Dr. Anand 
suggested that a Central Research Laboratory as in 
Amritsar should be started where the teachers could take 
part in research and have the benefit of the services of 
Biochemists and Biophysicists. 


Dr. Sarbadhikari of Calcutta described the method 
adopted by the Medical Colleges im Calcutta, where re- 
search workers were paid Rs. 300/- p.m. for 2 years, 
and for a further year if recommended by the teachers 
under whom they were working. He considered that 
there should be no strict demarcation between duties of 
a teacher and research worker, and given an opportu- 
nity, they were bound to produce results in foreseeable 
future. 

Dr. Gujral felt that it was necessary to have whole- 
time teachers. He complained about the shortage of 
chemicals and reagents, and inadequate arrangements 
for animal houses in colleges. 

The Chairman advised the delegates that foreign 
exchange involved for obtaining chemicals and reagents 
was very small and the Health Ministry had undertaken 
that they would assist in every way the provision of 
needed foreign exchange for this purpose. 

Dr. C. B. Singh suggested the establishment of a 
Research Centre in each Medical College like the one 
in Kanpur, where all facilities like electronics, animal 
house, etc., existed. 

Dr.- Kasliwal said that they were not getting cases 
for postmortem. He suggested legislation on this sub- 
ject. The Chairman said that legislation was not pos- 
sible and that all means be used to persuade people to 
agree to postmortems. 

In reply to a suggestion from Dr. Bagchi the Chair- 
man stated that 2 or 3 students should be attached to 
Medical graduates, who were well qualified in the basic 
sciences, so that they could be the future research work- 
ers and that stipends should be given to them. 

The most important thing for research, according to 
General Gupta, was to have full-time research teachers 
who would inculcate and stimulate research to a high 
degree. The records of such work could be kept by 
the professor. History of Medicine was a study well 
worth making. 

Dr. R. N. Chaudhuri expressed his opinion that 
research qualifications should be an essential condition 
for appointment to teaching posts. He advocated the insti- 
tution of a research cadre. He further stated that the pre- 
paratory phase between the period of internship and resi- 
dentship should be improved because the medical student 
was often ignorant of many things. He suggested the 
establishment of research units in medical colleges and 
State Research Councils to co-ordinate work in the dif- 
ferent Medical Colleges. 

Amongst the various other points emphasised by a 
number of speakers was the fact that research experience 
should be regarded as equivalent to a teaching experi- 
ence for appointments to teaching posts. The Chairman 
emphasised that the employer could introduce this in 
the requisitions sent to the Public Service Commission 
for recruitment, and that there appeared to be no diffi- 
culty in the Public Service Commissions agreeing to 
this. There was general agreement on the necessity of 
strengthening the medical recording system in the col- 
leges and hospitals as these would be the foundation 
for research work both for undergraduates and for gra- 
duates. A number of speakers also stressed the lack 
of actual experience that students, both post-graduate 
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and under-graduate, obtained in research techniques. It 
was generally agreed that research in medical colleges 
should be utilised as far as possible in the teaching of 
students, and that there should be no distinction be- 
tween teachers and the research workers in teaching 
departments. 

With regard to the administration of research, a 
number of points were made including the organisation 
of a special research committee in medical colleges, a 
special research cadre on a national basis, State Re- 
search Councils, and financial assistance for equipment 
and supplies to undertake certain research programmes 
in addition to those supplied by the LC.M.R. 


A number of Principals also pointed out the basic 
deficiencies in education, namely insufficient background 
of mathematics, statistics, of methods of analysis and 
experimental designs, both in the teachers and in the 
under-graduate and post-graduate students in the medical 
colleges. It was generally felt that greater financial 
assistance be given to research workers to ensure con- 
tinuation in the research work through stipends and 
security of tenure for a specific period of time to enable 
them to place maximum attention to the projects with 
which they are associated. 


STRENGTHENING OF THE TEACHING HOSPITAL UNITS : 


The Chairman introduced this item by saying that 
most of the hospitals in India are Government or Semi- 
Government institutions which are governed by the 
rules of the respective authorities. Nevertheless, he said, 
there was room for a great deal of improvement in 
these hospitals. He invited Dr. McGibony to introduce 
discussion on this item. 


Dr. McGibony said the paper circulated was only 
a check list mentioning items which should be consi- 
dered. He hoped that a more elaborate paper would 
be circulated later on. He emphasised the need for 
good administration of both medical colleges and the 
attached hospitals. 


The Chairman informed the members of a proposal 
to hold seminar in various regions, to stimulate dis- 
cussions on better planning, organisation and services 
in hospitals. 

Dr. Casberg suggested that there should not be too 
much service load on a teaching hospital. 

Dr. Vengsarkar referred to overcrowding in outdoor 
departments of teaching hospitals. He suggested that 
the General hospitals and dispensaries should be 
strengthened and only cases of special nature should 
be referred to teaching hospitals. 

General Chakravarty said that under existing condi- 
tions in the country, the only possibility seemed to be 
to earmark a certain number of wards in a hospital for 
teaching purposes, where special cases useful for teach- 
ing could be referred. 

Dr. Prem Chand (Amritsar) did not agree that only 
special cases should be referred to teaching hospitals, 
as that would deprive the students of learning about 
common types of diseases. The solution was in limit- 
ing the number of patients to be treated in a teaching 
hospital according to the capacity of the teachers. 
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Dr. Chandy emphasised the need for strengthening 
the out-patient service since there was less than 1 per 
cent bedded facility available in the country. 

Dr. Lingaraju said that while the load of the teach- 
ing hospitals should be reduced, the students should 
also work by providing domiciliary and midwifery ser- 
vices, which should be taken as part of the training 
programme. 

The Chairman agreed that there was excess load on 
teaching hospitals, where a large number of cases were 
referred only because facilities were not available else- 
where. The remedy lay in increasing the number and 
raising the standards of the hospitals at peripheral level; 
the government should develop such hospitals and pro- 
vide an adequate number of specialists in each so that 
a great deal of the present routine load of the teaching 
hospitals would be relieved. 


RELATIONS BETWEEN THE COLLEGES AND INDIAN MEDICAL 
COUNCIL : 


The Chairman remarked that several authorities were 
concerned with the subject of medical education. A 
large number of medical colleges had been established 
and more were coming up. Most of them were govern- 
ment or Municipal institutes. There were the Univer- 
sities, with which the colleges were affiliated, and the 
Medical Council of India, which is a statutory body 
established by an Act of Parliament. Each authority had 
its own distinct sphere of function and it was necessary 
to ensure harmonious functioning of all these antho- 
rities. Earlier mention had been made that the Medical 
Council of India was often rigid. He emphasised that 
the recommendations of that body were to be regarded 
as recommendations and not as a definite law, which 
could not be infringed. There should be no real diffi- 
culty in the Universities, government and the Medical 
Council working together. An intelligent appreciation 
to each of the duties of the others would solve the 
problems, he said. 


Dr. Kasliwal said that the Medical Council should 
continue to conduct irspections of medical colleges, 
without which proper inspection of the examinations 
would not be possible. [::: suggested an amendment to 
the Indian Medical Council Act, if necessary, to give 
this power to the Council. Dr. Madan Prasad sup- 
ported Dr. Kasliwal. General Chakravarty was of the 
view that inspectious by the Inspectors of the Medical 
Council of India were useful and helpful to the various 
medical colleges. Dr. Mehta wanted that the powers 
of the Medical Council of India should be defined once 
for all without any ambiguity in them. It was also sug- 
gested that freedom should be given to the Universities 
to define the qualifications of teachers and also the 
syllabi. 

It was generally agreed that every effort should be 
made to remove any misunderstandings between the 
various authorities responsible for maintaining the stan- 
dards of medical education. The general feeling was 
that valuable work had been done by the Medical Coun- 
cil of India. 

The Chairman undertook to communicate the views 
expressed to the various authorities concerned. 
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ADDITIONAL ITEM : 


The Chairman made a reference to the question of 
indigenous drugs. Referring to the meeting of the Cen- 
tral Council of Ayurveda Research, he said that the 
meetings felt that adequate investigation on scientific 
lines, mainly pharmacological, should be carried out in 
as many medical colleges as possible, on drugs which have 
a wide use and about which there is an impression that 
they are effective in certain diseases. He advocated that 
if a few drugs could be taken up by each department 
of pharmacology for complete investigation, we should 
very soon be able to cover a large field in this area. 
He emphasised the importance of regarding this pro- 
blem on a national basis. 


MEDICAL EDUCATION CONFERENCE, 1958 


The Medical Education Conference held at New Delhi 
on the 15th March, 1958 discussed ways and means for 
increasing the number of teachers in the country. 


The following resolutions were passed at the Con- 
ference : 

Resolution 1—This Conference having reviewed the 
efforts so far made to implement the scheme of giving 
subsidy to State Governments for setting up full-time 
teaching units in Medical Colleges, regrets to note that 
no progress has been made so fat. The importance of 
the subject is reiterated and the Central and State Gov- 
ernments should take immediate steps to set up as many 
full-time teaching units in all departments of medical 
colleges as possible. While the Central Government 
have proposed to grant a subsidy for the duration of 
the Second Five Year Plan period, it may be noted 
that the expenditure on this scheme will become com- 
mitted expenditure at the end of the Plan period, and 
therefore the question of resources for continuing the 
scheme, would be considered by the Planning Commis- 
sion and other authorities concerned, in the light of 
the total resources available to the Centre and States. 


Resolution 1I—The Conference is of the view that 
one of the main reasons for the shortage of teachers 
especially in non-clinical subjects is the inadequacy of 
salaries. It considers that the salary scales should be 
raised to a: level sufficient to attract suitable persons 
to deyote themselves to a teaching career. For the en- 
couragement of post-graduate medical education and re- 
search the following scales are recommended as the 
minimum for medical teachers subject to further con- 
sideration in the IIT Plan period. 


Rs. 
1,000-1,400 with a non-practising 
allowance of Rs. 250/- 
p.m. 


(a) Professors 


(b) Additional or As- 

sociate Professors 800-1,250 with a non-practising 
allowance of not less 
than Rs. 250/- p.m. 


Rs. 
(c) Readers / Assis- 
tant Professors 500-30-800 plus a non-practising 
allowance of Rs. 150/- 
p-m. 
(d) Junior Teachers 250-600 plus a non-practising 
allowance of Rs. 150/- 
p-m. 


(While Demonstrators may be started on the mini- 
mum of Rs. 250/- p.m., Lecturers may be given a 
higher initial pay of Rs. 450/- p.m.). 


The Conference also considers that to prevent teachers 
from migrating from one college to another the above 
scales may be adopted uniformly in all the medical col- 
leges. 


Resolution 111—The Conference views with concern 
that in many Medical Colleges in the country, there is 
not adequate number of teachers, especially for non- 
clinical subjects. The Conference is apprehensive that 
with the opening of additional medical colleges and 
expansion of the existing ones, the position may dete- 
riorate still further. The Conference, therefore, recom- 
mends that urgent steps should be taken to remedy the 
situation. Among other measures, the following are 
suggested : 


(i) Extend the age of retirement of teachers in medi- 
cal colleges who are physically and mentally fit; 

(ii) Employ retired former teachers on a full-time or 
part-time basis as may be suitable in individual 
cases ; 

(iii) Encourage promising young graduates to take up 
the teaching line by awarding suitable fellow- 
ships for taking junior teaching assignments and 
working for post-graduate degrees. The award 
of such stipends should be linked up with a 
guarantee that the recipients would serve as 
teachers for a certain number of years. The 
Central Government should consider giving finan- 
cial assistance towards these fellowships; 

(iv) In view of the present position the Indian Medi- 
cal Council and the Universities should consider 
the question of relaxation of conditions for ap- 
pointment of qualified and experienced teachers, 
in individual cases when presented to them, par- 
ticularly when properly qualified and experienced 
teachers are available after advertisement on 
all-India basis ; 

(v) That an integrated scheme of fellowship for train- 
ing abroad coverimg all the medical colleges in 
the country and in all the States may be drawn 
up by the Central Government (towards which 
assistance from foreign agencies may be ob- 
tained) ; 

(vi) The Universities should be requested to consider 

telaxation of territorial and domiciliary restric- 

tions in the matter of the award of post-graduate 
degrees so that students from one University 
may be enabled to take up post-graduate quali- 
fications in another University. 
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The three sulphonamides in Triple Sulfa Cream 
are so selected that the combination is effective against 


a wide range of pathogens and at the different degrees 
of acidity at which common vaginal pathogens flourish. 
It has been clinically proved that Triple Sulfa Cream 
gives best results in chemotheraphy of vagina and 
cervix particularly 


After cervical cauterization * In nonspecific 
leucorrhoea * After conizaiion and vaginal plastic 
operations * In post-partum care resulting in 

/ Reduction of morbidity 2 Lessening of pain 
3 Eliminating odour of Lochia 4 Preventing breakdown 
of episiotomies 5 Decreasing incidents of endocervicitis 
6 No systemic effect 


Made in India by 


Distribused in 


Maharashtra, Gujerat, Madhya Pradesh and Rajasthan by: 


JOHNSON & JOHNSON OF INDIA PRIVATE LTD. 
30, Forjett Street, Bombay 26 


Assam, Bihar, Orissa and West Bengal by : 
PARRY & CO. LTD., P. O. Box 208, Calcutta 
Dethi, Uttar Pradesh. Punjab, Jammu & Kashmir by: 
PARRY & CO. LTD., P. O. Box 172, Delhi 
Andhra, Kerala, Madras and Mysore by: 
PARRY & CO. LTD., P. O. Box 12, Madras. 
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NOTES AND NEWS 


The World Medical Association 


Dr. Heinz Lord, a practising surgeon of Barnesville, 
Ohio, has been elected by the General Assembly to 
succeed Dr Louis H. Bauer of New York City as 
Secretary General of The World Medical Association from 
January 1, 1961. 

Dr. Lord was educated in Hamburg, Germany and 
studied medicine in the Universities of Zurich, Berlin 
and Hamburg, graduating from Hamburg University in 
1942. While working at a Hamburg hospital he was 
arrested for activity in a resistance movement and con- 
fined in a German concentration camp until the end of 
the war. 

In 1947 Dr. Lord resumed his medical career at the 
Hamburg-Barmbek General Hospital where he was re- 
cognised as a surgical specialist in 1952 aud a urological 
specialist in 1953. In 1954 he migrated to the United 
States where he took three additional years of surgical 
training at the Bridgeport Hospital, Bridgeport, Con- 
necticut. In 1957 he received his license to practise 
medicine in the United States. 


Dr. Lord has taken an active part in medical orga- 
nisational work at the local and international levels 
since 1949. He is a Fellow of the International College 
of Surgeons; a member of the American Medical Asso- 
ciation and a member of the Ohio State Medical Society 
and his county society. From 1949 to 1953 he was 
Chairman of the Hamburg chapter of the Marburger 
Bund (German Employed Doctors’ Federation). Under 
his Chairmanship the economic and social conditions 
of the doctors employed by hospital were greatly im- 
proved. 

The retiring Secretary General, Dr. Louis H. Bauer 
was appointed to that position in 1948. On January 1, 
1961 he will become Consultant to The World Medical 
Association. 


Health under Third Plan 


The Union Health Minister, Mr. D. P. Karmarkar, 
said on October 28, that the allocation for Health in 
the Third Five-Year Plan was a ‘disappointment’. 

Mr. Karmarkar was delivering the presidential 
address at the eighth meeting of the Central Council 
of Health at Jaipur. 

The Minister said that the distribution of the alloca- 
tion of Rs. 300 crores had not been an easy matter. 
The continuance of stress on the preventive aspects of 
health activity had resulted in more than half the amount 
being appropriated hy water supply aud communicable 
disease programmes and the cutting down of many other 
activities. 

In its essentials, the Third Plan, he said, would be 
one of extension of water supply and drainage facilities, 
control of communicable diseases, family planning and 
extension of rural services through primary health 
centres. The remaining items would be in the nature of 
supporting programmes. It was, ‘herefure, incumbent on 
the States to husband their resemrcey in such a manner 


as to make full use of them and streamline their orga- 
nisational structure to ensure quick and successful exe- 
cution of the schemes. 


An Institute of History of Medicine 


Mr. Humayun Kabir, Union Minister for Scientific 
Research and Cultural Affairs, inaugurated on November 
6 a two-day conference of leading ph,sicians, scientists 
and educators who met at New Delhi to discuss a pro- 
posal to set up an institute of the history of medicine. 

The proposed privately sponsored institute to be locat- 
ed near Delhi will be a post-graduate research centre. 

Mr. Kabir in his inaugural speech said that such 
an institute would be of great ultimate practical value. 
“The idea of bringing knowledge of different systems 
together is extremely attractive’, he added. 

Among those who addressed the conference were, 
Prof. M. §S. Thacker, Director-General, Council of 
Scientific and Industrial Research, and Dr. B. Mukerji, 
Director, Central Drug Research Institute. 


Aero-medical Studies 


The need for further intensifying research and studies 
in the various fields of aviation medicine and for con- 
tinuously improving flying aids for modern jet pilots 
was emphasised at Bangalore on October 31 by late Air 
Marshal S. Mukherjee, Chief of Air Staff. 

Late Air Marshal Mukherjee, who was inaugurating 
the two-day meeting of the Aero-Medical Society at the 
1LA.P. Training Command Headquarters at Hebbal, 
referred to the rapid growth made by aviation in the 
country and expressed his satisfaction that more and 
more scientists, engineers and doctors were associating 
themselves with flying. 


Dearth of Doctors in Orissa 


Dr. Ram Prasad Misra, Orissa’s Health Minister, said 
on October 27, that the State Government was taking 
steps to secure the services of 300 doctors from West 
Bengal on “‘deputation” basis to meet the present short- 
age of doctors in the State. 

Dr. Misra, who was answering a question in the 
Assembly, said out of a total sanctioned strength of 
857 assistant surgeons for the whole of the State by the 
end of the Second Plan period there were at present only 
572 assistant surgeons, leaving vacancy of 285. 

In order to meet the shortage, the Government were 
invariably re-employing retired medical officers and 
private practitioners who applied for service under Gov- 
ernment. Advertisements for doctors were issued on 
all-India basis with attractive terms of employment. So 
far 19 medical officers had been re-employed and 16 
doctors from West Sengal had been appointed. 


Thorough Check-up of 50,000 Children 


The Rotary Club of Gwalior has decided to arrange 
free medical advice to 50,000 children of the town, of 
the age group of 3-12, when a ‘thorough check-up’ of 
their ear, nose and throat will be made, according to the 
secretary of the local unit. 
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Home Treatment of Tuberculosis 


A scheme of ‘Home Treatment’ of tuberculosis pa- 
tients by segregating them in their homes and treat- 
ing them has been launched in the Cuttack city in 
the first instance, Orissa’s Health Minister told the State 
Assembly on November 1. : 

The Health Minister said it had now been found 
that it was possible to cure tuberculosis patients by 
what he called ‘home treatment’—keeping the patient 
segregated. Moreover, as it was not possible to hos- 
pitalise all the patients under the existing conditions, 
the Orissa Government had launched on a scheme of 
home treatment of tuberculosis patients and the scheme 
was now being implemented in Cuttack city in the first 


10 Chest Clinics for West Bengal 


The Union Rehabilitation Ministry is understood to 
have approved of a scheme for establishment of 10 chest 
clinics in different parts of West Bengal. The scheme 
will be given priority as it is expected to help consi- 
derably the drive for eradication of tuberculosis from 
among the East Bengal refugees inhabiting various camps 
and colonies in the State. Sanction has already been 


accorded to the proposal for setting up even such clinics 
one each at Barrackpore, Serampore, Tollygunge, Jalpai- 
guri, R. N. Tagore Road, Bon Hooghly and Behala. 
The total amount sanctioned for these T.B. clinics is 
estimated at Rs. 11:32 lakhs. 


Family Planning & Blood Bank Campaign 


Mr. Y. B. Chavan, Chief Minister of Maharashtra, 
inaugurated the one-month family planning and blood 
bank campaign in the Maharashtra State, at the Cama 
and Albless Hospital for Women and Children at Bom- 
bay on November 6, by declaring open a new family 
planning centre and a blood bank in the hospital pre- 
mises. 

The inauguration marks the organising of the family 
planning and blood bank programme throughout the 
State in its intensified fold at the various Government 
hospitals, centres and banks. 

The aim of the Family Planning campaign is to 
open more family planning centres, activise the exist- 
ing ones and get over a lakh of people to take advan- 
tage of such centres and have 15,000 operations of 
sterilisation done during the period of campaign. 

Under the blood bank drive, it is proposed to col- 
lect an aggregate of 100 lakh c.c.s during this short 


period. 
DONATION FOR EYE BANK 


On the same occasion, Lady Duggan presented a 
cheque for Rs. one lakh to the Chief Minister as her 
contribution for the Government Eye Bank in memory 
of her late husband, Col. Sir Jamshedji Duggan. The 
amount will be used for the purpose of a separate sruc- 
ture and for equipping the eye bank. 

Thanking Lady Duggan for her donation, Mr. Chavan 
said that the new eye bank building would be the fittest 


memorial to the late Col. Sir Jamshedji Duggan, who 
had been a leading eye surgeon of international repute. 


Child Care—A National Responsibility 


Child welfare today is a national responsibility and 
is an integral part of the nation-building programme. 

November 14 celebrated the Children’s Day when 
the country was reminded of its duties towards promo- 
ting the mental and physical well-being of the chiidren 
on which depends the harmony of tomorrow's world. 

Children’s Day is being observed all over the world 
since 1956 as a day of forging worldwide fraternity and 
understanding between children and of activity devoted 
to the promotion of their welfare. 


Madras Medical Council 


The Madras Medical Register for 1960 is under pre- 
paration. Registered medical practitioners under the 
Madras Medical Registration Act, 1914 are requested to 
intimate any change in their registered addresses to 
make necessary corrections in the Register. They are 
also requested to intimate the full name, register num- 
ber and address of any practitioner appearing in the 
Register for 1959 who, to their personal knowledge, is 
dead. 

[All qualified doctors of the different States are also 
advised to have their change of address noted and cor- 
rected in the registers of their respective State Medical 
Councils.—Ep., J. Indian M. A.] 


West Bengal Ambulance Brigade Golden Jubilee 


The St. John Ambulance Brigade No. 2 (West Bengal) 
District is celebrating its Golden Jubilee on the 9th, 
10th and iith December 1960. As many physicians had 
been connected with Brigade work in the past, the 
members of the Golden Jubilee Celebration Committee 
wish very much to extend to them an invitation to join 
the Reunion on the 1ith December 1960. They are re- 
quested to contact the Brigade Headquarters, 5 Govern- 
ment Place North, Calcutta 1, where cards are obtainable. 


Calcutta Medical College Re-union, 1960-61 


The 27th Session of the Medical College Re-union will 
be held on 29th to 3ist January, 1961, under the presi- 
dentship of Dr. A. C. Ukil. 

All ex-students of Calcutta Medical College, who are 
willing to take part in it are requested to contact the 
Hony. Secretary immediately. 


REVIEWS 


My Path in Science—By Vladimir Filatov, translated 
from the Russian by George H. Hanna; 1957, Foreign 
Languages Publishing House, Moscow; National Book 
Agency (Private) Ltd., Calcutta, 12; 74{”x5", pp. 182; 
Re. 1-25. 


The author, who died in 1955 and was a noted Soviet 
ophthalmologist and a life-long fighter against blindness, 
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gives in this book an account of some of his work. The 
six chapters into which the volume is divided are: 
cornea transplantations; the tube flap graft; glaucoma 
and its treatment; trachoma; saliva instead of tears; 
treatment for seborrhoea of the meibomian glands; first 
aid for eye traumas. 


Though written in a lucid style this is by no means 
an easy book because of the technical. nature of the 
subject. The average Russian background of scientific 
knowledge must be high indeed as this is meant for the 
general reader, 


Ss. P. CHaupHuRY 


Dermatologic Medications—By M. R. Lerner and A. B. 
Lerner. The Year Book Publishers, Inc., 200, East 
Illinois Street, Chicago, U.S.A. 2nd Edition, 1960; 
8” x5%", pp. 208; $6-00. 


In recent years dermatologic therapy has been revo- 
lutionised, particularly due to the advent of antibiotics, 
steroids, atid tranquillisers. Physicians now-a-days use 
very few prescriptions that are to be served by pharma- 
cists. There are various brands of the same drug that 
are to be chosen by the treating physician, The book 
contains a list of most useful drugs and gives indica- 
tions for use, doses and mechanism of action. Many 
formulae are given which will be of great help in 
choosing a drug or discarding another which has shown 
adverse effects or proved mot very effective. In fact, 
the book will be of immense help to the physicians in 
adopting a rational and useful approach to treating 
diseases of the skin. 


The price appears to be a little high for the size 
of the book. 


B. N. 


Year Book of Drug Therapy 1959-60 Series —Edited by 


Harry Beckman. Year Book Publisher Inc., Illinois 

Chicago; 5°x7%"; pp. 570; $8°50. 

Rapid strides in the pharmaceutical industries make 
it rather difficult now-a-days for medical men all over 
the world to keep abreast of up-to-date information re- 
garding recent developments. For several years past, 
Year Book of Drug Therapy has been rendering a great 
service to the medical profession in apprising them of 
the current ideas. The present volume, as in the past, 
has been excellently compiled and edited and the many 
interesting and thought-provoking items came as editorial 
comments on the articles summarised. 


The new features of this volume are the two new 
sections—“Basis for Judgment of New Drugs” and 
“The Year's New Drugs”. Both the sections will be 
highly appreciated by the practitioners and so will be 
the reasons given for their inclusion. 


H. CHAKRAVARTI 


533 


OBITUARIES 


Dr. Chandra Shakher Prasad Chaturvedi 


Dr. Chandra Shakher Prasad Chaturvedi was born in 
1911 im a family of medical men of Rewa, his father 
and grandfather both being doctors of repute of their 
times. 


After completing his early education in Rewa and 
Allahabad, he joined the medical school at Indore and 
passed in 1936. Since then he had been in service in 
Rewa State and later on, Vindhya Pradesh, till the year 
1950. He retired as a Captain from Vindhya Pradesh 
forces and started private practice at Rewa, which he 
continued till he developed a malignant growth in the 
nose in March 1960 and expired on September 11, 1960. 


He was very sincere to his patients and the immense 
pains he took for them earned him great popularity. 

He was a member of the Rewa Branch, 1.M.A. and 
took great interest in its activities. 


Dr. K. N. Upadhyay 


Dr. K. N. Upadhyay was born at Bareilly, U.P. and 
died of renal carcinoma on September 25, 1960 at Delhi. 


He qualified from Agra Medical School and then 
served the District Board, Gonda (U.P.) for about 2 
years. Thereafter he joined Ram Bilas Charitable Hos- 
pital, Muzaffarnagar, as Medical Officer in charge, where 
he became popular amongst the people and established 
a lucrative practice. He also went to Bangalore and 
received training in Ophthalmology. 


He was kind-hearted and amiable and was an old 
member of 1.M.A. 


Dr. V. S. Sambasivam 


Dr. V. S. Sambasivam of Namakkal expired on 
August 31, 1960 at the age of 50. A member of the 
Salem Branch of ‘he Madras State ever since its in- 
ception, he evinced keen and continuous interest in all 
its activities. In his death the profession has lost a 
respected colleague and the public a beloved doctor who 
served them ceaselessly unt!) his last day for over thirty- 
five years. 


Dr. E. K. Raman Pillai 


Dr. E. K. Raman Pillai died on 22nd July 1960 at 
Quilon at the age of sixty-eight. Until his death, he 
continued in active service to the people of Central 
Travancore and to the medical profession as President 
of the Kerala State Branch of the I.M.A. It was his 
long cherished wish, as in the case of many in the pro- 
fession, to die in harness. 

Dr. Pillai joined as an assistant surgeon in the State 
medical service in Travancore and retired as a surgeon 
after 25 years. His work as a medical practitioner at 
Quilon after retirement brought him greater fame and 
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riches than his long service under Government. Dr. 
Pillai represented a type fast disappearing from the 
profession, the efficient G.P. well posted in modern 
advances in scientific medicine, taking a lively interest 
in «il social and cultural activities around him and 
therefore loved and respected by tne people among 
whom he lived. 


Dr, Pillai was born in a rich and influential Nair 
family in Central Travancore. An active patron of 
music, drama and Kathakali with a good grasp of these 
arts, he organised cultural groups to promote these arts. 
His practical experience as a great physician combined 
with his skill as a writer and speaker made him very 
effective as a promoter of health education, and an 
ardent champion of preventive medicine. 


He was an active member of the State Medical 
Association and had been the President of the Quilon 
Branch for many years. As president of Kerala State 
Branch, he had many plans for strengthening the 
Association but his progressive loss of health during 
the last few months stood in the way. 


Col. Shankerlal Gargye 


Col. Shankerlal Gargye, born in 1899 in the Mathura 
district of U.P., suddenly expired on 3rd October 1960 
in Gwalior. 


After qualifying in medicine he went to England for 
higher studies and returned in 1929 after passing the 
M.R.C.S. & L.R.C.P. examinations. He worked as 
Physician, J. A. Hospital and District Medical Officer 
up to Match 1936, was then appointed as Physician and 
Superintendent, Civil Hospital, Ujjain He was appoint- 
ed Physician to Their Highnesses, in Gwalior State in 
the year 1937. 


He entered military service in 1938, and was appoint- 
ed Director, Military Medical Services, and Chief Medi- 
cal Officer and 1.G. Prisons, Gwalior State in 1944. He 
worked in these capacities till 1948. During this period 
he was awarded a Gold Medal and Rs. 2,000/- in cash 
for meritorious services. 


He was then appointed Director, Health Services and 
1.G. Prisons, of Gwalior in 1948 and retired in Novem- 
ber 1955. It was he who laid a sound framework for 
the development of Medical and Nursing Education and 
Medical and Nursing Services in this State. Apart from 
other activities in the medical sphere he was responsible 
in particular for the establishment and organisation of 
the two Medical Colleges and Hospitals in Gwalior and 
Indore. At the request of Bhopal Government, the 
Chief Minister, Madhya Bharat sent Col. Gargye to 
assist the Government of Bhopal in starting a Medical 
College. His integrity and honesty was beyond doubt. 
He was an able administrator, strict disciplinarian and 
soft at heart. 


He was nominated as an alderman in the Municipal 
Corporation of Gwalior in the year 1958 by the Govern- 
ment of Madhya Pradesh. 


In 1959 January he was appointed as an Hony. Adviser 
to the Government of Jammu and Kashmir for estab- 
lishing a Medical College, in Srinagar. After complet- 
ing his mission within a short span of 11 months, he 
returned to Gwalior on 30th October 1959. His ser- 
vices there were highly appreciated by the Prime Minis- 
ter, Bakshi Ghulam Mohammad and the people. 


In the year 1960 he was elected President of Jiwaji 
Club, Gwalior, Vice-President of the Madhya Pradesh 
branch of the Indian Medical Association, and the orga- 
niser of its Gwalior branch. He always took very active 
interest in the branch and very much desired to have 
a building of its own. 


SHANKERLAL GARGYE Dr. V. R. SHRIKHANDE 


Dr. V. R. Shrikhande 


Born in Kolhapur State, Dr. V. R. Shrikhande com- 
pleted his school education in Kolhapur and medical 
studies in B. J. Medical School, Poona in the year 1918. 
He entered the Government Medical Services as Medi- 
cal Officer, Sangola Dispensary in Sholapur District. 
In the year 1921 he entered the Pandharpur Municipal 
Service as an Assistant Medical Officer and worked till 
1933. During this period his devotion to duty and self- 
less work in the cause of the ailing humanity impressed 
the public and the Municipality. In 1933, he was 
appointed Medica! Officer, Municipal Dispensary and 
Hospital, by the Municipality as a reward for his hard 
and humane work, though the post was meant for 
medical graduates. 


As the Chief Medical Officer he became more widely 
known for his professional acumen. He was awarded 
a Kaiser-I-Hind Bronze Medal by the government. He 
led a pious and conscientious life. 


After his retirement in 1955 he started a private 
maternity and general hospital. As an owner-director 
of this institution, he worked hard and without respite. 
He went to Bombay for some rest. On his return 
journey he met with a railway accident at Dhond Station 
and succumbed to the injuries on October 2, 1960. 


His death is mourned by thousands in his town and 
in the surrounding areas. 


2 ~ | 
BS 
ag 
> 
a 


J. 1. M. A. Advertiser xxxili 


Simplified 
Sulphonamide Therapy 


just one tablet a dey affords— 
rapid effect 
prolonged action 


greater safety 
potent antibacterial activity 


Midikel 


PARKE - DAVIS 


December !, 1960 
= 

4 f 
= 
one tablet daily | 

= 
3 
| 
j 
- 


xxxiv J. |. M. A. Advertiser Vol. 35, No. 11 


Restitution 


instead 
of substitution 


In diabetes of mature age onset certain sulphonylureas nowa- 
days render physiological restitution possible in many cases, i.e. 


& stimulation and maintenance 
of latent pancreatic §-cell function 


@ activation of endogenous synthesis of insulin 
® restitution of the normal regulatory mechanism 
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ASSOCIATION NOTES 


LM.A. CENTRAL COUNCIL—Proceedings of the 
80th Ordinary Meeting of the Central Council of the 
Indian Medical Association held at Indore on 29th 
December, 1959. 


Members Present : 1. Dr. H. N. Shivapuri (Lucknow)— 
President (in the Chair); 2. Dr. C. O. Karunakaran 
(Trivandrum)—Immediate Past President; 3. Dr. Shanti- 
lal C. Sheth (Bombay)—Vice-President; 4. Dr. S. N. 
Acharya (Puri)—Vice-President; 5. Dr. A. P. Mittra 
(Delhi)—Hon. General Secretary; 6. Dr. P. C. Bhatla 
(Dethi)—Hony. Joint Secretary; 7. Dr. Salil Dutt (Cal- 
cutta)—Hony. Joint Secretary; 8 Dr. D. S. Mehra (Delhi) 
—Hony. Assistant Secretary; 9. Dr. R. N. Gupta (Luck- 
now)—Hony. Assistant Secretary; 10. Dr. B. N. Chowdhury 
(Gauhati)—Hony. Assistant Secretary; 11. Dr. H. S. 
Chakravarti (Calcutta)—Hony. Asst. Editor, Journal, 
I.M.A.; 12. Dr. N. Banerjee (Calcutta)—Hony. Secretary, 
Journal, 1.M.A.; 13. Dr. P. D. Daftary (Bombay); 14. Dr. 
S. Chandhury (Giridih); 15. Dr. Makhon Lal Ghose 
(Nabadwip); 16. Dr. K. K. Dutt (Ghugudanga); 17. Dr. 
R. K. Shah (Bombay); 18. Dr. V. G. Tople (Akola); 
19. Dr. Sukomal Sen (Calcutta); 20. Dr. Haranath 
Mukherjee (Dhanbad); 21. Dr. V. K. Khare (Jabalpur) ; 
22. Dr. A. J. Divatra (Ahmedabad); 23. Dr. G. C, Koley 
(Chapra) ; 24. Dr, D. Roychoudhury (Calcutta) ; 25. Dr. R. 
N. Chatterjee (Jabalpur); 26. Dr. Ram Rup Prasad 
(Kasba, Purnea); 27. Dr. U. N. Barooah (Gauhati); 
28. Dr. S. S. Mhalas (Jalgaon); 29. Dr. Pradyot Kumar 
Roy Chowdhury (Baruipaur); 30. Dr. Bal Raj Varma 
(Ludhiana); 31. Dr. Byomkesh Ghosh (New Barrackpur, 
Madhyamgram); 32. Dr. Amarendra Nath Roy (Nungi, 
Batanagar); 33. Dr. Souren Sengupta (Calcutta); 34. Dr. 
C. Arumugam (Coimbatore); 35. Dr. A. D. Mukherjee 
(Calcutta); 36. Dr D. K. Gupta (Lacknow); 37. Dr. C. 
Nathamuni Naidu (Ambur, Madras); 38. Dr. Chamanlal 
M. Mehta (Bombay); 39. Dr. C. S. Thakar (Bombay) ; 
40. Dr. M. M. Siddhu (Lucknow); 41. Dr. A. K. n 
(Patna); 42. Dr. S. N. Roy (Dhanbad); 43. Dr. A. D. 
Daftary (Bombay); 44. Dr. V. K. Toraskar (Bombay) ; 
45. Dr. M. A. Panwala (Bombay); 46. Dr. S. N. Saxena 
(Kanpur); 47. Dr. B. D. Goyal (Ahmedgarh); 48. Dr. D. 
P. Jayaram (Mysore State Branch, Bangalore); 49. Dr. 
M. Guru Das (Bangalore); 50. Dr. B. G. Mehta (Ahmeda- 
bad); 51. Dr. M. K Pandya (Ahmedabad); 52. Dr. 5S. 
Sivanappa (Chitradurga); 53. Dr. H. V. Upadhye (Dhar- 
war); 54. Dr. I. G. Bhatt (Ahmedabad); 55. Dr. Gour 
Hari Dutta (Ranaghat); 56. Dr. C. M. Patwa (Nasik) ; 
57. Dr. Ravindra Paul Chopra (Maholi, U.P.); 58. Dr. B. 
N. Mehrotra (Lucknow) ; 59. Dr. Mangaram Kalani (Luck- 
now); 60. Dr. K. Damodaran (Asansol); 61. Dr. Sailen 
Chakravarty (Calcutta); 62. Dr. Sailen Bose (Calcutta) ; 
63. Dr. S. S. Rao (Cochin); 64. Dr. M. Younus (Bhagal- 
mo: 65. Dr. S. S. Srivastava (Jabalpur); 66. Dr. Nitai 

aran Banerji (Tarakeswar); 67. Dr. K. L. Chatterji 


(Barrackpore) ; 68. Dr. G. S. Wagle (Indore); 69. Dr. M. 
Vasudeva Rao (Hyderabad); 70. Dr. P. Manikyaraju 
(Hyderabad) ; 71. Dr. R. B. Davare (Hyderabad); 72. Dr. 
N. Lakshmi Kanta Sastry (Vijayawada); 73. Dr. Arvind 
M. Shah (Bombay); 74. Dr. Suresh C. Sheth (Bombay); 
75. Dr. A. V. Huilgol (Hubli); 76. Dr. R. K. Chakravarty 
(Calcutta); 77. Dr Jiban Krishna Mazumdar (Calcutta) ; 
78. Dr. S. N. Chatterjee (Budge Budge); 79. Dr. Probhat 
Kumar Banerjee (Calcutta); 80. Dr. Sisir Sengupta (Cal- 
cutta) ; 81. Dr. S. K. Mukherjee (Jabalpur) ; 82. Dr. Nishit 
Chandra Ganguli (Calcutta); 83. Dr. Priya Lal Ghosh 
(Calcutta) ; 84. Dr. Bireswar Sen (North Howrah); 85. Dr. 
T. J. Lalwani (Bombay); 85. Dr. Mrinal Nandi (Calcutta); 
87. Dr. Debesh Mukherjee (Calcutta); 88. Dr. Nirode 
Bijali Roy (Calcutta); 89. Dr. T. K. Babur (Bombay); 
90. Dr. R. A. Amesur (Bombay); 91. Dr. T. K. Tarafdar 
(Berhampore); 92. Dr. Satwant Singh (Kanpur); 93. Dr. 
C. M. Aga (Bareilly); 94. Dr. B. V. Mulay (Sholapur) ; 
95. Dr. B. K. Nagar (Bagen) ; 96. Dr. R. P. Joshi (Gadag) ; 
97. Dr. Sukumar Ukil (Darjeeling). 


I. Confirmation of the Proceedings of the Annual Meet- 
ing of the Central Council held at Indore on the 
25th and 26th December, 1959. 


_The Proceedings as circulated were adopted (after cer- 
tain necessary corrections) as proposed :~ Dr, M. M. 
Siddhu (Lacknow) and by Dr. 8S. S. Rao 
(Cochin). 


Il. Delegation of all or some of the powers of the 
Central Council to the Working Committee Uill the 
next Working Committee is constituted except the 
power of altering the Rules. 


The following resolution was pr by Dr. R. N. 
Chatterjee (Jabalpur) and seconded by Dr. b. K. Gupta 
(Lacknow) : 


Resolved that the Central Council of the Indian Medi- 
cal Association delegates to the Working Committee all 
its powers and functions excepting the power of altering 
the Rules, till the next Annual meeting of the Council, 
according to Rule 35 of the 1.M.A.” 


The Resolution was carried unanimously. 


Ill. Any other business with the permission of the 
President, 


Nil. 


The meeting 
to the Chair. 


came to a close with a vote of thanks 


Sd/- H. N. 
President 


Sd/- A. P. Mirrma 
Hony. General Secretary 


We learn from the Central Office of I.M.A. that the 37th All-India Medical Conference will not be held 


in December, 1960. Attempts are being made to hold it in February, 1961—Ed., J. Indian M.A. 


BRANCH NOTES 


BASTI BRANCH—The following are the office-bearers 
elected for the year 1960-61: Dr. K. D. Tripathi as 
patron; Dr. C. S. D. Misra as president; Dr. V. W. 
Clifford as vice-president; Dr. R. M. Misra as hony. 
secretary; Dr. P. N. Soni, Dr. P. Ns Shukla as joint 
secretaries; Dr. H. P. Varma as auditor; Dr. B. 5S. 
Mathur as representative to Central Council; Dr. RB. N. 
Pande as representative to the State branch council. 

BIJNOR BRANCH —At a meeting héld on 30-10-60, it 
was decided to move the Government of U.P., Statutory 
Body and other non-official organisations to declare that 
medical licentiates of 10 years service are eligible and 
will be treated as par with the medical graduates in re- 
gard to their promotion to gazetted ranks. 

BISHNUPUR BRANCH— annual general meeting 
of the branch was held on 29-86-60. Dr. S. D. Banerjee 

esided. He stressed on the need of increasing mem- 
te and suggested various new activities. A building 
for the branch has been proposed to be constructed dur- 
ing 1960-61. The annual report and accounts were adopt- 
ed. Office-bearers for 1960-61 were elected with Dr. S. D. 
Batierjee as president; Dr. P. B. Mukherjee and Dr. B. 
B. Chowdhury as vice-presidents; Dr. A. Mitra as hony. 
secretary; Dr. N. K, llick as asst. secretary, Dr. B. 
Kar as treasurer. 

DEHRA DUN BRANCH—The annual report of the 
branch for the year 1959-60 shows that membership 
during the year slightly increased. The year was a re- 
cord of various functions and activities. An academic 
symposium was held in April in Rangers College and 
this was attended by 81 doctors. The Governor of U.P. 

id a visit to this branch in December. The State 

orking Committee met here in April. Mass inocula- 
tion was held and 1221 persons were inoculated. WHO 
Day was celebrated. Twelve clinical meetings were held 
and interesting subjects were discussed. e executive 
committee met 10 times during the year. The new 
Pharmacy Act was considered and disapproved by the 
members. Office-bearers for 1960-61 were elected with 
Dr. S. L. Vyas as president; Dr. Col. S. L. Patney as 
Sr. vice-president; Dr. A. K. Sikhand as Jr. eee 
dent; Dr. Jagmohan Singh as hony. secretary; Dr. B. R. 
Sharma as joint secretary; Dr. R. P. Gupta as treasurer ; 
Dr. Mitra Nand, Dr. Mrs. F. IL. Chatterjee, Dr. Ram 
Murti as members of the provincial council; Dr. Pritam 
Kaur as member of the Central Council; Dr. B. B. 
Bakshi, Dr. Arjun Das and Dr. J. N. Sharma as audi- 


tors. 

URIA BRANCH—The annual general meeting 
of the branch was held on 23-10-63. Dr. B. Chakraborty 
presided. The annual report and accounts were adopt- 

A resolution protesting against the retrograde sug- 
gestion of the Planning Commission to revive the 
Licentiate Course was passed. Office-bearers for 1960-61 
were elected with Capt. B. Chakraborti as president; 
Dr. K. K. Das as vice-president; Dr. A. C. Sengupta as 
secretary; Dr. M Duttagupta as treasurer; Dr. R. B. 
Chowdhury as asst. secretary; Dr. K. K. Das, Dr. A. C. 
Sengupta and Dr. R. B. Chowdhury as members of the 
provincial council and Dr. A. C. Sengupta as member 
of the Central Council, 

DOHAD BRANCH—The annual meeting of the 
branch was held on 18-9-60. Office-bearers for 1960-61 
were elected with Dr. H. S. Seth as president; Dr. N. 
M. Sheth as secretary and treasurer. During the year 
1959-60, the members visited the Alembic Chemical Works 
Ltd., Baroda. Dr. H. T. Dixit paid the subscription 
for the Practitioner for 1960. 

GHUGUDANGA BRANCH —The monthly general 
meeting of the branch was held on 28-8-60. Dr. S. N. 
Mitra presided. Twelye members were present. The 
proceedings of the last meeting were confirmed. Elec- 
tion of office-bearers of the Bengal Provincial Branch for 
1960-61 was held. The annual meeting was fixed to be 
held on 23-10-60. 


The annual general meeting was held on 23-10-60. 
Dr. P. B. Ghosh presided. Fifteen members were pre- 
sent. The annual report and the accounts for 1959-60 
were adopted. Office-bearers for 1960-61 were »elected 
with Dr. S. S. Sarkar as president; Dr. P. B. Ghosh as 
vice-president; Dr. S. K. Ganguly as hony. secretary 
and treasurer; Dr. S. Sen as hony. joint secretary; Dr. 
S. N. Mitra as auditor; Dr. K. K. Dutt as member of 
the Central Council; Dr. S. K. Ganguli and Dr. K. 
Ganguly as members of the Provincial Council. Film 
shows on (1) Management of Burns, (2) Hydronephrosis, 
(3) Resection at Uretero-Pelvic Junction were shown. 
Dr. M. M. Ghosh, late of N. R. Sarkar Hospital spoke 
on Cholera. The annual report for 1959-60 showed that 
6 monthly general and 1 executive meeting were held 
during the last year. 

The monthly general meeting was held om 23-10-60. 
Fifteen members were present. The proceedings of the 
last meeting were confirmed. A sub-committee was form- 
ed to report on the Central Office Circular 60-59-60. The 
house was of the opinion that it would not be possible 
to invite the 37th All India Medical Conference. The 
hony. secretary placed TB Seals for sale and some fund 
were collected. 

GULBARGA BRANCH—The annual general body 
meeting was held on 16-10-60 with Dr. M. A. Hafeez in 
the chair. Office-bearers for 1960-61 were elected with 
Dr. M. A. Hafeez as ident; Dr. L. R. Deshpande 
as vice-president; Dr. P. R. Patki as treasurer; Dr. J. 
H. Jammihal as secretary; and Dr. P. A. Sathyanarayana 
Rao as joint secretary. The annual report of the branch 
for 1959-60 shows that seven meetings were held during 
the year, and interesting clinical subjects were dis- 


cussed. 

GWALIOR BRANCH_--A meeting was held on 5-10-60. 
The members condoled the death of (1) Col. Dr. Shankar 
Lal Gargye on 3-10-60, (2) Capt. Dr. D. G. Marathe on 
22-90-60. Dr. Marathe was an active member of tlie 
branch. 
was on 15-10-60. Dr. Mahendra Pra- 

spoké on Role of Plastic Surgery. The sent mem- 
bership of the branch is 65. 

KASHMIR (CH—The annual general election 
was held on 30-10-60. Office-bearers were elected with 
Dr. Harbajan Singh as president; Dr. Hafizullah and 
Dr. Sudhershan as vice-presidents; Dr. Gh. Rasool as 
secretary; Dr. M. Muzzafer-uz-Man Drabu as joint sec- 
retary; Dr. M. L. Kaul as treasurer. 

KHAMMAMETH BRANCH -The general body cum 
clinical ee was held on 6-11-60 with the president, 
Dr. Mohammed Gouse, in the chair. After the routine 
business and correspondence was gone through, the 
ballot for election of president and three vice-presidents 
for the State branch was held. 

Dr. A. Sahasra Buddhe gave an interesting talk on 
Common Diseases of the Eye. There were questions from 
the audience to which the speaker gave elucidative 
answers. 

Dr. Cranswick of the local Mission Hospital demon- 
strated a case of Tumour Abdomen in an individual of 
about 24 years age and discussion followed on differential 
diagnosis. Dr. Y. Radhakrishnamurti demonstrated a 
case of Aphasia in an old man of about 58. The - 
liar nature of the symptoms lay in his being able to 
talk and answer questions but not being able to write 
and read his language (Telugu with which he had all 
along been so familiar. 

KOLAR BRANCH—A clinical meeting was held on 
22-10-60 which was largely attended. Dr. G. V. Nargund, 
District Surgeon, gave a talk on Abnormal Labour and 
demonstrated cases of (1) Gout, (2) Scrotal Tumour. Dr. 
Gnanamuttu of E. T. C. M. Hospital, Kolar, sented 
cases of (1) Valvular Disease of the Heart a (2) Per- 
forated Appendix. Dr. A. Jadhav, spoke of his im- 
pression of Udipi Medical Conference. Dr. N. P. Rama- 
swamy Iyen ar, Medical Officer of Health, Leprosy Con- 
trol, Gori ur, spoke on some aspects of Leprosy. 
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Masse cream 

for Antepartum and 

Postpartum Nipple Care 


Maeeé Cream facilitates initiation and maintenance of 
breast feeding—Highly emollient, it is readily absorbed and 
is relatively odourless. It leaves no oily film and will not 
stain the skin or clothing. It is tastless so that the nursing 
infant does not refuse the nipple. It need not be washed off 
prior to nursing. 

Maeeé Cream antepartom—in the lest trimester of 
pregnancy massage with Masse makes the nipples pliable 
and resilient and prepares them for the stresses of nursing. 
The scales that frequently cover the nipples are removed 
and undue drying or hardening of the nipples is prevented. 
Maseé Cream postpartum—When nursing has begun, 
massage with Masse after each nursing maintains the 
nipples in optimal condition. Prompt treatment of abra- 
sions or cracked nipples with Masse promotes healing 
and prevents infection. 

Maseé Cream provides a synergistic combination of 
allantein and 9-amino acridine for prevention of infectien 
and promotion of healing. 

Maeeé Cream combines two effective fungicidal and 
bactericidal compounds—allantoin and 9-Amino acridine. 
Both are non-toxic and non-irritating. 


Maharashtra, Gujerat, Madhya Pradesh and Rajasthan by: 
JOHNSON & JOHNSON OF INDIA PRIVATE LTD. 
30, Forjett Street, Bombay 26 
Assam, Bihar, Orissa and West Bengal by: 
PARRY & CO. LTD., P. O. Box 208, Calcutta 
Delhi, Uttar Pradesh, Punjab, Jammu & Kashmir by: 
PARRY & CO. LTD., P. O. Box 172, Delhi 
Andhra, Kerala, Madras and Mysore by: 
PARRY & CO. LTD., P. O. Box 12, Madras. 
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MEDAK BRANCH—The general body meeting and 
the monthly clinical meeting of the branch was held (date 
not given). Dr. M. A. Aziz, Medical Officer, Narsapur 
read a paper on Management of a case of Ruptured 
Tubal Pregnancy. Dr. Miss Shrimathi demonstrated an 
operated case Ectopic Pregnancy. Dr. Prabhakar Rao 
demonstrated a case Posterior Inferior Cerebellar 
Artery Thrombosis. Dr. Astiq Hussain read a paper on 
School Health Services. 

MONGHYR BRANCH—The annual general meeting 
was held on 4-9-60. Dr. K. P. Mitra sided. Office- 
bearers for 1960-61 were elected with . K. P. Mitra 
as president; Dr. J. Prasad and L. C. Prasad as vice- 
presidents; Dr. P. Datta as hony. secretary; Dr. J. 
Bhagat and Dr. J. Prasad as hony. joint secretaries; 
Dr. B. N. Banerjee as hony. treasurer; Dr. S. N. Sen 
as hony. auditor; Dr. B. B. Bose as member to the 
Central Council; Dr. N. Hassan, Dr. J. Bhagat; Dr. R. 
Shaw and Dr. D. N. Prasad as members to the State 
Council. 

M. P. STATE BRANCH—The following have been 
elected as office-bearers of the State Branch for 1960-61 : 
President—Dr. G. S. Wagle; vice-presidents—Dr. B. N. 
Chakravarty and Capt. N. M. Savant; hony. secretary— 
Dr. R. N. Chatterjee; hony. jt. secretaries—Dr. S. S. 
Shrivastay and Dr. J. S. Mahashabde; hony. treasurer— 
Dr. V. P. Khare. Representatives to ‘the Central Work- 
ing Committee—Dr. R. N. Chatterjee with Dr. S. S. 
Shrivastav as alternate member. 

MYSORE STATE BRANCH —The annual general body 
meeting was held on 9-10-60 and the State Council meet- 
ing on the same day. Office-bearers for 1960-61 were 
elected with Dr. G. V. Joshi as president; Dr. B. 8. 
Jirge as vice-president; Dr. P. T. A. Chette as secre- 
tary; Dr. Felix Misquith as joint secretary; Dr. M. A. 
Hafeez as treasurer. The following members were 
elected to the Central Working Committee: Dr. H. V 
Upadhye with Dr. C. S. Kuradikeri as alternate mem- 
ber; Dr. K. Lakshminarasimhaiah with Dr. M. C. 
Marulappa as alternate member. 

NASIK BRANCH—The annual report of the branch 
for the year 1959-60 gives an account of the various acti- 
vities of the branch during the year, in connection with 
Refresher Course lectures, Triple Vaccine inoculation, 
Tuberculosis exhibition etc. In the refresher course a 
large number of delegates attended the lectures. The 
Triple Vaccine Centre worked smoothly under the effi- 
cient management of Dr. S. K. Kirloskar. An exhibi- 
tion was conducted for 8 days. The section of routine 
health check up gave a good service, about 325 people 
were examined. The branch had been trying to start 
a permanent B.C.G. vaccination Centre and planning a 
baby show. Rontine monthly meetings were held and 
lectures were invited to talk on different subjects. In 
all 15 meetings were held during the year. 

Dr. H. N. Shivapuri, president, I.M.A. visited the 
branch, along with the president of the Maharashtra 
Territorial Branch. 

The following are the office-bearers of the branch 
for 1960-61: Dr. D. R. Barde as president; Dr. M. N. 
Gadgil as vice-president; Dr. M. V. Gosavi as hony. 
secretary and treasurer; Dr. S. K. Kirloskar as librarian ; 
Dr. D. V. Deolalkar as member of the Central Council; 
Dr. D. V. Kulkarni, Dr. D. J. Chaudari, Dr. T. V. 
Mhaskar, Dr. R. P. Korde and Dr. H. S. Joshi as mem- 
bers of the provincial council. 

NELLORE BRANCH —The annual report of the branch 
for 1959-60 shows that the members reached the figure 
76 (i.e. 86 per cent of the eligible doctors in the district) 
as against 46 (i.c. about 50 per cent) last year. The 
inaugural meeting of the year was held in January 1960 
when Dr. P. S. Giri, president, Andhra Pradesh State 
Branch addressed the meeting. During the period 10 
general meetings and 6 executive meetings were held. 
Eight lectures by doctors were arranged. The branch 

constituted a building —" and a building fund to 
which Dr. Giri announced donation of Rs. 100/-. 
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Many of the members of the branch took part in various 
social and welfare functions in the district. 

BRANCH—A meeting was held on 
28-10-60. Dr. Gulam Nabi presided. Dr. Razzack pre- 
sented a case of Neuroblastoma. Dr. K. A, Rao pre- 
sented a case of T.B. Stomach. Dr. Gulam Nabj de- 
monstrated a case of Lupus Vulgaris, Dr. Subba Rao, a 
case of Pseudomuscular Hypertrophy. Dr. Majeed Khan 
narrated about physiological Pitocin Drip in Uterine 
Inertia. 

NORTH MALABAR BRANCH —The 8th annual gene- 
tral body meeting was held on 30-10-60. Dr. K. P 
Nambiar presided. Office-bearers for 1960-61 were elect- 
ed with Dr. P. K. Narayana as president; Dr. Miss K. 
P. Devaki, Dr. R. F. Peters as vice-presidents; Dr. V. 
Mohamed Hussain as hony. secretary; Dr. P. V. Karuna- 
karan Nair as jt. secretary and treasurer. The executive 
committee was formed and members to the Central Coun- 
cil and State Council were elected. In the scientific 
session Dr. K. Sivarajan spoke on the Surgical Signifi- 
cance of Abdominal Pain in General Practice. Dr. V. 
Govindan Nair spoke on Status of Syphilis. 

ORISSA STATE BRANCH—Dr. Sudarsan Misra has 
been selected by the State Branch for Rotating Intern- 
ship and his name forwarded to the Central Office. 

POONA BRANCH—The following office-bearers have 
been elected for 1960-61: President—Dr. C. N. Chandra- 
chud; vice-presidents—Dr. R. B. Chitre, Dr. C. R. Sule; 
jt. hony. secretaries—Dr. M. G. Bhide, Dr. Y. G. Kel- 
kar; hony. treasurer—Dr. V. B. Nigudkar; Library sec- 
retary—Dr. L. D. Purnaik; Central Council members— 
Dr. V. D. Sathaye, Dr. M. G. Bhide, Dr. R. D. Pendse. 

The annual report for 1950-60 states that the manag- 
ing committee held 9 meetings. The general body met 
13 times and 4 special meetings. The branch organised 
the sixth Poona Medical Congress on 4-5 June 1960 and 
it was a grand success. 

The membership stood at 235 at the beginning of 
the year. During the year there was an addition of 18 
and loss of 18, six by death and 4 by transfer, the rest 
having left the I.M.A. 

PORBANDAR BRANCH—A meeting was held on 
27-90-60 to meet Dr. Ramkrishan, Director, Malaria Insti- 
tute, Delhi and Dr. T. B. Patel, Director, Public Health, 
Government of Gujarat. Sixteen members were present. 
By special invitation, two doctors and six guests attend- 
ed the meeting. Dr. Chavda, the president of the branch 
welcomed the guests and mentioned how Porbandar euf- 
fered from Filiariasis and Malaria. Dr. Ramkrishan 
thanked the association for meeting him and described 
at length what government is doing and what it pro- 
poses to do. Dr. Jhala also spoke about the draina 
scheme which the government is not working with sath 
cient interest. The meeting closed with a dinner. 

The annual report of the branch for 1959-60 shows 
that the following meetings were held. 

One clinical meeting, one special meeting, two con- 
dolence meetings besides two annual general meetings 
one on 6-9-5090 to elect office-bearers for 1959-60 and the 
other on 27-90-60 to elect office-bearers for 1960-61. Medi- 
cal examination of students was done by Dr. B. N. 
Joshi and Dr. P. R. Soneji. The members volunteered 
to inject triple antigen to school children, arranged by 
the municipality. 

REWA BRANCH—A general meeting of the 
branch was held on 15-90-60. Dr. K. Y. Shrikhande pre- 
sided. The members expressed their heart-felt condo- 
lence on the death og Dr. Chaturvedi and conveyed 
sympathies to the members of the bereaved family. 

SAHASRA BRANCH-—A special meeting of the 
branch was held on 6-10-60. Nine doctors were present. 
Dr. N. L. Mukherjee presided over the me Dr. 8. 
K. Verma was electel president; De Dr. B. N. Jha, trea- 
eurer; Dr. J. Chowdhury, secretary a Dr. G. 8. P. 
Sinha, auditor of the branch. It was decided to hold 
clinical meetings every month. 
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A meeting of the branch was held on 10-10-60. Dr. N. 
L. Mukherjee presided. Nine members were present. 
It was decided to hold clinical meetings on first Tuesday 
every month. Dr. B. N. Jha spoke om Vernal Catarrh. 

SHIMOGA BRANCH—The monthly clinical meeting 
of the branch was held on 30-7-60 at McGann Hospital, 
Shimoga under the chairmanship of Dr. S. Sreenivasan. 
Dr. D. Krishnamurthy addressed the members on Oph- 
thalmoplegia and its Causes. A film on Reduction of 
Surgical Haemorrhage by Controlled Hypertension was 
shown. 

The monthly meeting was held on 10-8-60 under the 
chairmanship of Dr. Anderson, Director, Virus Research 
Institute, Poona, Dr. Brook Worth, Virus Research 
Laboratory, South Africa, addressed the members on 
Implications of Yellow Fever Virus in India. 


The monthly meeting was held on 10-90-60 under 
chairmanship of Dr. D. Krishnamurthy. A General Body 
Meeting was held and the voting of President and Vice- 
presidents of the Mysore Branch took place. Discussion 
on Triple Vaccine wy ~ took place. Dr. Sreedhara 
Upadhyaya and Dr. P. 5. Subba Rao, Dr. S. Sreenivasan 
and Dr. H. R. Basvaraj took part in the discussion. 

The annual general body m7 iy Oi was held on 2nd 
October 1960 at Sagar. Scientific ssions were held. 
Dr. Boshel, J., Fellow of Rockefeller Foundation, ad- 
dressed on Some Aspects of Yellow Fever, Dr. D. L. N. 
Murthy Rao addressed on Aspects of Suicides. 

A symposium on Ischaemic Cardiac Conditions was 
arranged. Dr. S. Janardhan addressed on Clinical Fea- 
tures. Dr. Shankar addressed on Diagnosis. Dr. Ashok 
addressed on Neurological Aspects. Dr. K. R. Balasun- 
daram addressed on Pathogenesis and Treatment. 

The following office-bearers were elected at the meet- 
ing. Dr. B. R. Shama Rao—President, Dr. S. Guru- 
murthy--Vice-President, Dr. P. S. Subba Rao—Secretary 
and Dr. Sreedhara Upadhyaya—Treasurer for the year 
1960 61. 

The monthly clinical meeting of the branch was held 
on 5-10-60 under the chairmanship of Dr. Boshal, Fellow, 
Rockefeller Foundation. Dr. Bertram, Director, Tropi- 
cal Schiol of Medicine, London, addressed the members 
on Ultra Microscopic Studies of Virus. Dr. Anderson 
contributed his opinion of the project. The meeting came 
to close after the vote of thanks by the secretary. 


SIBSAGAR BRANCH-—An emergent meeting was held 
on 8-10-60. The members condoled the death of Dr. B. B. 
one Gupta an active member of the Jorhat Branch, 

-M.A, 


SITAMARHI BRANCH—The annual meeting of the 
branch was held on 16-10-60. A large number of mem- 
bers of the subdivision attended the meeting, besides 
the special invitees. The secretary apprised the honse 
of the activities and achievements of the branch during 
1959-60. Dr. P. N. Jha, secretary emphasised the need 
of an office-room where foreign journals and other in- 
formative literatures may be made available to the mem- 
bers and also informed that more refresher course lec- 
tures would be arranged provided the members attend in 
large numbers. Dr. B. N. Das Gupta of Darbhanga 
Medical College gave a talk on Emergency in Paediatrics, 
which was followed by a discussion. Sri N. Prasad, the 
S.D.0., Sitamarhi assured his full co-operation with 
members of the branch in their activities. 

The following office-bearers were elected for 1960-61 : 
President—Dr. B. N. Jha, vice-president-—-Dr. K. P. 
Bhattacharya, secretary—Dr. P. N. Jha, joint secr>tary— 
Dr. R. Singh, treasurer—Dr. N. P. Sinha, audit»r—Dr. 
A. P. Verma. 

SULTANPUR BRANCH—The annual general meet- 
ing was held on 9-10.60. Twentytwo members were pre- 
sent. A Symposium on Problems Facing the Medical 
Profession and Suggestions as to their solution was held. 
Drs. H. C. Varma, R. C. D. Garg and J. K. Sen Gupta 
participated. All the members took keen interest in the 
discussion. It was felt thet the association should be 


strengthened. The members expressed their deep con- 
cern over the low payments to the service doctors and 
imposition of drugs tax, sales tax, etc., on the medical 
profession. They also felt that quackery should be 
abolished very soon. All other aspects of the difficulties 
of the fession was discussed. 

Dr. J. K. Agrawal, Secretary of the Branch narrated 
the activities of the branch during ending year. The 
death of Sir Joseph Bhore was condoled. Annual sub- 
scription was raised from Rs, 18/- to Rs. 24/-. Co- 
operation and sup was eéxtended towards the 
struggle of the public against the proposed increase in 
the electricity rate. The introduction of the smallpox 
eradication scheme was welcomed and support extended 
to the District Health Authorities. 

Two clinical cases of repaired Strangulated Hernia 
wete presented by the staff of the District Hospital. 

The following were elected office-bearers for the year 
1960-61 : 

President—Dr. H. C. Varma; Hony. Secretary—Dr. 
. K. Agarwal; Vice-President—Dr. R. C. D. Garg; 
Auditor—Dr. K. C. Mazumdar; Central Council mem- 
bers: Dr. J. K. Agrawal with Dr. S. S. Misra as alter- 
nate; State Council Member: Dr. S. N. Gupta with Dr. 
S. P. Garg as alternate. 

The followiiig were elected delegates to the Silver 
Jubilee State Conference, Uttar Pradesh—Dr. S. S&S. 
Misra, Dr. H. D. Shukla, and Dr. J. L. Khattri. 

The meeting ended with a vote of thanks to the out- 
going president and secretary. 

The members were entertained to tea by Dr. J. K 
Agarwal during a break in the meeting and at dinner by 

. H. C V. Varma after the meeting. 

SURAT BRANCH —The annual report of the branch 
for 1959-60 shows that the total members were 101 on 
30-9-60. Nine ordinary meetings, two special meetings 
and one film show were held during the year. A “Park 
Party” was arranged in December 1959 and an annnal 
dinner on 25-9-60. Dr. R. K. Desai, a member of the 
branch went to Europe to represent I.M.A. at the World 
Health Organisation and to receive the diploma of 
F.C.C.P. of the American College of Chest Physicians. 
Office-bearers for 1960-61 are the following: Dr. R. N. 
Dixit as president; Dr. D. C. Sheth and Dr. N. T. 
Mascate as vice-presidents; Dr. S. G. Dhanik as secre- 
tary; Dr. B. B. Gondhi as joint secretary; Dr. M. G. 
Patel as treasurer. 

TARAKESWAR BRANCH —An ordinary general meet- 
ing was held on 31-7-60. 25 members wefe present. 
Dr. Harisadhan Datta presided. Tragic death of col- 
league Dr. Satish Nandy of Haripal in a Railway acci- 
dent, while crossing the line with a cycle, was condoled. 
Dr. Biswanath Das, Resident Surgeon, Chittaranjan Seva 
Sadan and an active member of this branch, was con- 
gratulated for his sailing to England for higher studies. 
Dr. Bijoy Karfa, also a member, was congratulated for 
his donation of Rs. 3,000/- for local High School to- 
wards scholarship for poor students. A refresher course 
of lecture on “Peptic Ulcer” was delivered by Dr. Hari 
Sadhan Datta in which Dr. Mukul Goswami and other 
took part. 

Annual general meeting was held on 23-10-60. 31 
members were present. Dr. Surendra Nath Mukherjee 
presided. Biioya greetings were exchanged and several 
opening songs were sung by Srimati Shibani Bagchi. 
The following office-bearers were elected for new session 
1960-61. Dr. Surendra Nath Mukherjee—President, Drs. 
Hari Sadhan Datta, Radha Raman Paul and Manohar 
Bera—vice-presidents, Dr. Radhakanta Goswami—secre- 
tary, Drs. Nalini Kanta Dhara and Chandra Sekhar 
Dhara—asst. secretaries. The secretary reported that 
membership strength in last session increased from 69 
to 74. In the face of economic depression, the branch 
met the increased C.P.C. from Rs. 8 to Rs. 9 but de- 
creased local fund contribution from Rs. 4 to Rs. 3. 

VIDESHA BRANCH —Office-bearers of this branch for 
1960-61 were elected with Dr. P. K. Murthy as presi- 
dent; Dr. D. D. Datar as hony. secretary and treasurer. 
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A broad range vaginal antiseptic 


TRIKOCID OVULES 


Offers prompt control and complete cure of cases 
of Vaginitis, Pyogenic organisms, trichomonas and 


Urea 10 mg., Alum 10 mg, and 
Tannic acid 50 mg. 


Broadest spectrum in dysenteries 


ENTOZINE 
with 
Chloroquine 


Each Tablet contains : 


Sulphadiazine 
Sulphaguanidine 


Mid. in India by: 
HIND CHEMICALS LTD., KANPUR. 


BRITISH OVERSEAS AIRWAYS CORPORATION 
ASSOCIATES: AIR-INDIA, EAA, MEA AND QANTAS 


¢ 

Let 
1 me 

7 help 
you | 

dehydrozymethy! carbamide ... 10 mg. 

2 Pyridine-mercuric-chloride 10 mg. 

: 
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OPIMYCETIN 


SYRUPS, CAPSULES & 
COMPOUND CAPSULES 


COMPOSITIONS 


OPIMYCETIN CAPSULES 
Each Capsule Contains : 
Chloramphenicol B, P, 0,25 G. 


OPIMYCETIN COMPOUND CAPSULES 


OPIMYCETIN SYRUP 
Each 30 mi. Contains: 
Synthetic Chioramphenicoi Palmitate equivalent 
to 1.0 G. of Chioramphenico!l 8. P. 


Each Capsule Contains GI 0.3 mi, 
Chloramphenicol! B. P. 025 G. 
Vitamin B, B. P. 75mg. Flavoured Syrupy base 
Riboflavin 8. P, 2 mg. 4 
Vitamin B, B. P. O3mg. 
Niacinamide 8. P. 15mg. 
INDICATIONS 
Typhoid, Rickettsia infections, undulant fever, Rocky Mountain fever, infections of 
the urinary tract, atypical pneumonia, psittacosis, veneral l!ymphog loma, petussis. 
PACKINGS 


OPIMYCETIN PLAIN AND COMPOUND CAPSULES 
In Botties of 12 and 100 Capsules. 


OPIMYCETIN SYRUP 
In Gotties of 50 mi. and 400 mi. 


ORIENTAL PHARMACEUTICAL INDUSTRIES LTD. 


©Ptl 64-66, TULS! PIPE ROAD, MAHIM, BOMBAY 16 


82/3 Cornwallis Street, Calcutta -4 


Lytex is a combination of 
1-Lysine monohydro- 
chloride, B-Vitamins and 
Vitamins A & D. Promotes 
growth in children, 
removes fatigue, improves 
liver conditions 

and tones up the system. 
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PANEDIOL 


- MEPROBAMATE | 


-BUTARIN 


INJECTABLE & TABLETS 


Phenyl Butazone, Amidopyrine plus 
Vitamin C=—the most efficacious com- 
bination against Rheumatic Arthro- 
pathies. Plain Pheny! Butazone inject- 
able and tablets are also available as 
“PHENARIN”. 


December 1, 1960 

| 
Latest Tranquilizer — 
mind-muscle relaxant. 

irs 
Detailed literature on request from :— 
ae 38, Suren Road, Bombay - 56 
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TODAY’S MOST PRACTICAL PRESCRIPTION 


CO 


CONTRACEPTIVE TABLETS 


You may now offer married people seeking advice on 
planned parenthood today’s most practical prescription 
in the form of: CONTAB—a contraceptive tablet, both 
economical and easy to use. 

Physiologically sound, CONTAB is trustworthy and 
harmless and provides that assurance necessary for lasting 
health and hapiness. 

CONTAB has been perfected after years of research 
When our representative calls on iy next, please allow 
him to tell you the story of CONTAB. 


SMITH STANISTREET & CO. LTD. 
HEAD OFFICE, FACTORY & LABORATORIES, 18 CONVENT ROAD, CALCUTTA=I4, 
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omuypelin ouyrup 


PLAIN AND WITH VIT. B. COMPLEX 


Especially for infants and sensitive 

tients. Vitamin B-Complex assures 
fs rther protection by preventing 
possible effects of avitaminosis. 


CHLORAMPHEN! 


Packing : Syrup (with Vit. B-Complex) in 


@ .c., and Syrup (plain) in 50 gm 


in Tamperproof betties with 
Plastic Spoon. 
Manufactured by 
DEY’S MEDICAL STORES ( Mfg.) PRIVATE LTD. 
CALCUTTA-19 
Under licence from 
ZAMBON & CO. S.p.A. VICENZA (italy) 


Exclusive Distributors 


DEY’S MEDICAL STORES PRIVATE LTD. 
GALCUTTS - GOMBAY - DELHI - MADRAS - PATNA - GAUHATI - CUTTACK 


Deeember 1, 1960 
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THE CROOKES LABORATORIES LIMITED 
(Incorporated in England. The Liability of Members is Limited) 
COURT HOUSE, CARNAC ROAD, BOMBAY-2 


the broad-spectrum antibiotic of widest clinical use 


AMBRAMYCIN 


tetracycline Lepetit 


capsules 
syrup 
intramuscular 
Ointment 


Sole Distributors 


RANBAXY & COMPANY PRIVATE eas 
P.O, Box No. 104, New Delhi 
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MOUTH WASH 


Glycerin..........1 oz 
Phenol 


ArT LEAST ONE of every four prescrip- 
tions contains glycerin. That's why, in the 
doctor's work, glycerin must be of the 
highest quality and purity. 

PYRAMIO GLYCERIN conforms strictly 
to British Pharmacopoeia specifications. 
it's made by HINDUSTAN LEVER LIMITED, 
so it sete a standard of reliability 
and purity. 


Oistributed by Imperial Chemice! industries (india) Private Ltd, Bornbey, Calcutta, Madras. 
PYG, 18-23 A PRODUCT OF HINDUSTAN LEVER LTD, 
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CONSIDER 
TREPLE SULPHONAMIDE THERAPY 


TRISULFOSE 


Sulphadiazine, Sulphamerazine, Sulphadimidinge 


TABLETS 


First in urinary tract infections 


(uncomplicated) 


Triple sulphonamide compounds have 
the greatest general usefulness in 


uncomplicated urinary tract infections Caused by: x 
because of.., 
E. coli 
“their. wide Shigella species 
antibacterial spectrum... Peracolon bacillus 
B. haemolytic 


... high, effective concentration in the 
urinary tract, Salmonella (some) 
Proteus (some) 
...and low incidence of serious Gonococeus 
side-effects.”’t 


GOSage: Children: 1-2 tablets initially; then, tablet every six hours. 
Adults: 6-8 tablets initially; then 2 tablets every six hours. 


supplied: Borties of 20 and 500 tablets. 
t Mou, T.W.: GP. 12: 103, 1955, 


Wyeth JOHN WYETH & BROTHER LIMITED, LONDON 


(Incorporated in England with Limited Liability) 


Indian Branch: Steelcrete House, Dinshaw Wacha Road, Bombay | 


___* Trade Mark 
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HEALTH’S 


NAVARATNA 
v INO COD SPASMO PERTUSOL 


A Palatable Vitalising Tonic A well balanced combination of proved Indigenous 
Contains the following groups drugs and 
of constituents : NEW SYNTHETIC SPASMOLYTICS. 
®@ Vitamins A & D. ( Diphenin and Ortho-methoxy-phenoxy-propandiol ) 


® Proteolysed Liver, Spleen & Meat with | | Very palatable and free from untoward reactions. 
essential Amino-acids & Nutrients Not habit forming. 


® Vitamin B. Complex 


VERY EFFECTIVE IN RELIEVING BRONCHIAL 


| j © Essential Minerals SPASMS, CONTROLS COUGH & COLD SPECIALLY 
@ Tinct. Nux Vom. & Grapewine INDICATED IN WHOOPING COUGH AND ALL 
| © Guaiacol & Creosote. OTHER AFFECTIONS OF THE UPPER RESPIRA- 
Indicated in: Malnutrition, Stunted growth, TORY TRACT. 
occasional Respiratory Ailments, Convalescence, 
Pregnancy & Lactation etc. * 
Packings : 225 & 450 mi. Phials. NAVARATNA 


PHARMACEUTICAL LABORATORIES 


« P.O. Box No. 13, Cochin-2. 


INDIAN INSTITUTE & LABORATORY LT) 
INS TE A tr 


VITAL PROTEIN 
IN 


° AN EXCEEDINGLY PLEASING AND CONVENIENT FORM 
IS AVAILABLE 


THREPTIN BISCUITS 


PROTEIN - CARBOHYDRATE-B VITAMIN FOOD 
IN CRISP AND DELICIOUS BISCUITS 
Accessible even to lower income groups, because 3.02. (18 biscuits) supply 
as much protein as 1} seers of milk or 8 oz. boneless lean meat or 7 eggs. 


- CONTENTS PER OUNCE : Protein (intact casein) 50%, Carbohydrate 30%, 
Thiamine and Riboflavin 1 mg. each, Vegetable fat 7.5%, Flavouring 
Agents q.s. 
Particulars from : Available in 0.45 kg. (1 Ib.) tins. 
RAPTAKOS, BRETT & CO., PRIVATE LTD., WORLI, BOMBAY 


Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane, Caicutta-0 and published 
by him on behalf of the Indian Medical Association from 23, Samavaya Mansions, Corporation Place, Caicutta-13. 
Editor—Dr. P. K. Guha, M-B., M.R.C.S. (Eng.). D.O.M.S. (Lond.) 


° 


Each oz. contains: 
Diphenhydramine 
Hydrochloride 80 mg. 
Papaverine Hydro- 
chloride 40 mg. 
Aqueous Ext. Vasaka3.75 ml. 
Sodium Citrate 0.34 G. 
Menthol 6 mg. 
Chloroform 0.133 mi. 


Each tablet contains: 
Ephedrine 32 mg. 
Caffeine Citrus 32 mg. 
Phenobarbitone 32 mg. 
Aminophylline 97 mg. 


UMICHEM Bombay 26. 


Cover and Advertisement pages printed at the Venus Printing Works 52/7, Bepin Behari Ganguly Street, Calcutta-12- 
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